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Undoubtedly you would 
if you had practiced in 1876, 
when gingerbread architecture and gilded pills were coming into vogue 
—and Eli Lilly and Company had just begun. Since then, 
the request to deaurentur pilulae, meaning “‘let the pills be gilded,” 
has become a thing of the past. The efficacy of a drug 
is a far more important consideration than the mere embellishment of 
its appearance. Now the emphasis in pharmaceuticals is on 


the certainty of response you can expect—when you specify Lilly. 


A 
Oey Giltty ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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allergies 


are 
always 
with us 


ALWAYS AVAILABLE 


BENADRYL 


FOR RAPID SUSTAINED RELIEF 
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Angioneurotic edema in January or vernal 


conjunctivitis in June brings patients to you seeking 


relief from their symptoms. BENADRYL is often the 
answer for many of these patients, regardless of the 
exciting allergen or of the shock tissue. 


Hundreds of clinical reports have shown the 

value of BENADRYL in acute and chronic urticaria, 
vasomotor rhinitis, hay fever, contact dermatitis, 
erythema multiforme, pruritic dermatoses, 
dermographism, drug sensitization, penicillin 
reactions, serum sickness, and food allergy. 


To facilitate individualized dosage and flexibility 
of administration, BENADRYL Hydrochloride 
(diphenhydramine hydrochloride, Parke- 
Davis ) is available in a variety of forms— 
including Kapseals,® 50 mg. each; 

Capsules, 25 mg. each; Elixir, 10 mg. per 
teaspoonful; and Steri-Vials,® 10 mg. per ce. 

for parenteral therapy. 
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When the dieter 
prepares the family fare 


By curbing the appetite 
and elevating the mood, 
DeEsoxyNn Hydrochloride 


FF) 


helps to fortify the 


patient's resistance to 


constant temptation. 
Compared with other & 


sympathomimetic 


amines, DESOXYN is 


more potent, weight 


for weight, so that 
smaller doses may be used 
effectively. One 2.5- or 
5-mg. tablet before break- 
fast and another about an 
hour before lunch are 
usually sufficient to still 
the pangs of hunger. 
With DEsOXxYN you can 


expect a low incidence of ee 
side-effects plus faster ors, 
action and longer effect 


than with other sympa- 


thomimetic 
amines. Try it. Obbott 


Prescribe 


Hydrochloride 


(METHAMPHETAMINE HYDROCHLORIDE, ABBOTT) 


TABLETS 
2.5 and 5 mg. 


ELIXIR 


2.5 mg. per fluidrachm 
20 mg. per fluidounce 


Abbott's new heat-stable, 
non-caloric sweetener 
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you 


@ As a doctor, you are familiar with 
the confirmatory tests necessary to 
prove a fact. Why not apply this prin- 
ciple to your choice of a cigarette? 
Why not make your own 30-Day Camel 
Mildness Test? 


own “T-Zone”. Compare Camels for 
mildness and for flavor. See if the 
30-Day Camel Mildness Test doesn’t 
give you more smoking enjoyment 
than you've ever had from any other 
cigarette! 


4 
4 


It’s a sensible cigarette test! No 
tricks — no one-puff decisions! You 
smoke Camels regularly—for 30 days. 
Then you decide! Yes! Make a thor- 
ough day-after-day, pack-after- pack 
test of Camel’s choice tobaccos. Find 
out over a reasonable period of time 
how mild a Camel can be—how good 
tasting Camels are! Find out in your 


R. J. Reynolds 
Tobacco Company, 
Winston-Salem, N. C. 
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@e@ Gelfoam*, the absorbable gelatin sponge de- 
veloped by Upjohn research workers, may 
be cut to any desired shape and size for con- 
trol of capillary bleeding. This easily ap- 
plied and rapidly acting hemostatic agent is 


valued for solving the problem of oozing in 
every field of surgery. 


For clinical convenience, Gelfoam is sup- 
plied as a sterile sponge, pack and cone. 


* Trademark, Reg. U.S. Pat. Of. 


Produced with care... Designed for health 
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Effective Help 


for Your 


Hay Fever 


Patients 


As the distressing hay fever 
season approaches, the 
strikingly effective action of 
Neo-Antergan® can bring 
your patients the comfort of 
relief from symptoms. Its 
benefits in safely relieving 
symptoms of allergy are 
available only through your 
prescription. Neoe-Antergan 
is the physician’s product, 
advertised exclusively to the 
Medical Profession. 


Your local pharmacy stocks Neo- 
Antergan Maleate in 25 mg. and 
50 mg. coated tablets, in bottles 
e* 00, 500, and 1,000. 


NEO-ANTERGAN 


MALEATE 
(Brand of Pyrilamine Maleate) 
(Formerly called Pyranisamine Maleate) 
(N-p-methox maleate 


COUNCIL ACCEPTED 
RAHWAY, 


MERCK & CO., Inc. 
Manufacturing Chemists 
JEasev 
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the Ca:P ratio is the key 


A uniformly high calcium-phosphorus ratio... adjusted in Bremiv 

to a guaranteed minimum of 1% parts calcium to 1 part phosphor: . 
this is the nutritional key to the prevention of hypertonicity, 
hyperirritability, and other tetanic symptoms in infants. 


Gardner, Butler, ct al., state: “Relative to human milk, cow’s milk 
has a low Ca:P ratio...”"? Nesbit writes: ““Tetany of the newborn is now 
recognized as a definite entity ...and often accompanied by an 
increased. phosphorus and lowered blood calcium.”? Dodd comments 

: that “hypocalcemia tetany in the newborn may be of serious 

consequence.” 


BRrEMIL... newest product of Borden research . . . is a completely 
modified milk in which nutritionally essential elements of cow’s milk 
have been adjusted in order to supply the nutritional requirements of 
infants deprived of human milk. Bremu is therefore a human milk 
4) replacement to which physicians can turr. with confidence for 
uninterrupted good results. 


human | Bremil 


milk | (reconstituted) But an adjusted Ca:P ratio is not the only attribute 


that makes Bremil new and unique 


Bremit has the fatty acid and amino acid patterns of human milk... 
the same carbohydrate (lactose) . . . vitamin adjustments to meet the 
recommended standards of infant nutrition‘. .. a soft, flocculent curd of 
small particle size comparable to human milk . . . complete solubility. 


Just as with human milk you can start the infant on Breit the day it is 
born. Standard dilution is 1 level tablespoonful and 2 fi. oz. water, 
although Bremit can be either concentrated or diluted. Each level 
tablespoonful Bremit powder supplies 44 calories. BREMIL is easy 

to prepare and can be mixed for a single feeding or a 24-hour period. 


BreMit is available in drugstores in 1 Ib. cans. 


1. Gardner, L. 1, Butler, A. M., et al.: Pediatrics 5:228, 1950. 

2. Nesbit, H. T:: Texas State J. M. 38:551, 1943. 

3. Dodd, K., and Rapoport, S.: Am. J. Dis. Children 78:5,37, 1949. 

4- Recommended Daily Dietary Allowances, Revised 1948, Food and Nutrition 
Board, National Research Council 


Prescription Products Division 


A. 
| The Borden Company, 350 Madison Avenue, New York 17 


Complete information and a trial supply may be obtained upon request. 
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te easy to buy — there's no cash outlay 
for apparatus. There’s no maintenance 
cost, no obsolete equipment to worry about 
and here's another plus— Maxiservice pro- 
vides equipment of your choice. Regular 


ie line apparatus such as you see pictured 
i above. More, Maxiservice includes instal- 


lation, tube and parts replacement and 
maintenance. 
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You asked for 
MAXISERVICE 


the plan that brings you fine 
x-ray apparatus 
for monthly service fee! 


Take advantage of Maxiservice... you benefit 17 ways!* 


Check the Maxiservice way today. Maxi- 
service may be just what you're looking 
for. See your GE representative or write* 
for folder that shows you how you benefit 
17-ways with Maxiservice. 


GENERAL ELECTRIC 
X-RAY CORPORATION 


Direct Factory Branches: 


PHILADELPHIA — 1624 Hunting Park Avenue 


BALTIMORE — 2 West Eager Street 
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predictable 3x 
control 
of 


hay fever 


— 
j 


Chlor-7rimeton Maleate, 
milligram for milligram the 
most potent antihistamine 
available, allows the physician 
to predict a definitive and 
favorable result in symptomatic 
control of hay fever. Often 
successful when others fail, and 
producing few and minimal side 
effects, Chlor-7rimeton Maleate 
may supersede other 

compounds designed for the 
same purpose. 


maleate tablet 


(brand of chlorprophenpyridamine maleaté) 


Chlor-7rimeton Maleate is available 


in 4 mg. tablets, 


*T.M. 


CORPORATION + BLOOMFIELD, N. J. 
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| “,.. OFFERS REAL PROMISE... 


: 24 out of 35 pseudomonas strains 
: found sensitwe in vitro | 
*,.. nearly three-quarters of the 


strains isolated in these laboratories are 
sensitive to therapeutic concentrations 


of terramycin.”’* 


so far’ 
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The growing clinical literature continues to stress: 


The broad-spectrum activity of Terramycin against organisms in the 


bacterial and rickettsial as well as several protozoan groups. 


2. “8 
The promptness of response to Terramycin in acute and chronic infec- . 
tions involving a wide range of organs, systems and tissues. 

Crystalline Terramycin Hydrochloride CAPSULES, 250 mg., bottles of 16 and 100; 100 mg., 
i P bottles of 25 and 100; 50 mg., bottles of 25 and 100. 
is available as: 
Exrxim (formerly Terrabon), 1.5 Gm. with 1 fi. oz. 
of diluent. 
[AS. PFIZER & CO.,INC., Brooklyn 6, N. Y. INTRAVENOUS, 10 cc, vial, 250 mg.; 20 cc. vial, 
500 mg. 


OpHTHALMIC OINTMENT, 1 mg. per Gm. oint- 
ment; tubes of % oz. 


OPHTHALMIC SOLUTION, 5 cc. dropper-vials, 25 
mg. for preparation of topical solutions. 
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Some Peptic Ulcer Patients Do Better on Phosphalijel 


Clinical experience confirms that certain types of difficult-to- 
manage ulcer show a more striking and lasting response to 
PHOSPHALJEL therapy than to other types of medication. Pala- 
table PHOSPHALJEL is the peptic ulcer medication of choice in 
the following conditions: 


e Marginal or jejunal ulcer following gastrojejunostomy.! 


e Ulcer complicated by deficiency of pancreatic secretion or 
by diarrhea.!23 


Prophylactically, after peptic ulcer surgery, and during sea- 
sonal recurrence.* 


PHOSPHALJEL quickly relieves pain and promotes healing. Ex- 


cellent for oral therapy, and for intragastric drip therapy. 
1. Fauley, G. B., Freeman, S., Ivy, A. C., Atkinson, A. J., and Wigodsky, H. S.: Arch. 
Int. Med. 67 7653, 1941. 


2. Upham, R., and Chaikin, N. W.: Rev. Gastroenterol. 10:287, 1943. 
3. Collins, E. N.: J. A. M. A. 127:890, 1945. 


PHOSPHALJEL 


ALUMINUM PHOSPHATE GEL WYETH 
\NCORPORATED, PHILADELPHIA 2, PA. 
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Effective against many bacterial 
and rickettsial infections, as well as certain 
protozoal and large viral diseases. 


Hydrochloride Crystalline 


The Surgeon is no longer hampered in his work 


by the fear of uncontrollable postoperative infections, thanks 
in large measure to the sulfonamides and the antibiotics. 
Aureomycin is indicated for preparation of the gut before enteric 
surgery. The high concentrations attained by aureomycin in the 
bile make it of particular value in operations on the infected 
biliary tract. Its efficacy against streptococci and 
staphylococci, which are becoming increasingly resistant 
to penicillin, renders its use advisable in surgical condi- 


tions where these organisms are actual or potential invaders. 


Packages 
Capsules: Bottles of 25 and 100, 50 mg. each capsule. Bottles of 16 and 100, 250 mg. each capsule. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Cpanamid COMPANY 
30 Rockefeller Plaza, New York 20, N. Y. 
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Complete Protein... 
THE KIND SUPPLIED BY MEAT... 


and the Dietary Regimen in Arterial Hypertension 


Contrary to the former traditional practice of restricting dietary protein, espe- 
cially meat protein, in arterial hypertension, it is now recognized that adequate 
amounts of complete protein are needed by the hypertensive patient. The 
patient with hypertension, in common with normal individuals, should receive 
the usual allotment of protein, 60 to 70 grams per day.' This protein intake 
promotes a sense of well-being. 


The previous belief that the high specific dynamic action of protein imposes 
excessive demands on the heart of the hypertensive patient has also been dis- 
credited clinically. Curtailment of the protein intake below that needed for 
metabolic requirements depletes body protein reserves, leads to excessive 
weakness, interferes with many immunologic reactions, and often is a factor 
in anemia or in its intensification.? Rather than an indication for restricting 
protein, albuminuria in hypertensive, disease is an indication for determining 
whether the patient’s protein intake should be increased to compensate for 
urinary losses. 


In hypertension, the aim of the diet is to provide optimal amounts of pro- 
tein, vitamins and minerals and to maintain the hypertensive patient at normal 
weight. By increasing the work of the already overburdened heart, obesity 
renders the patient more vulnerable to the hazards of hypertension. When 
weight reduction is indicated, lean meat may well be the mainstay of the 
dietary regimen. For patients requiring restriction of sodium, only unsalted 
meats should be used. 


Furnishing large amounts of biologically complete protein, muscle meat can 
contribute valuably to the protein requirements of the hypertensive patient. 
But meat represents much more than just an excellent protein food. It also 
provides valuable amounts of iron and the B complex vitamins, including 
niacin, pyridoxine, riboflavin, thiamine, and the newly discovered vitamin B,. 


(1) Mann, G. vw: and Stare, F. J.: Nutritional Needs in Illness and Disease, J.A.M.A. 142:409 


) 
(Feb. 11) 195 
(2) Stieglitz, E. J.: Hypertensive Arterial Disease and Hypotension, Roper 30, Geriatric 
—_ The Care of ia, W. B. 
Pany, 


the Aging and the Aged, 2nd ed., Philadelphia, Saunders Com- 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 
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American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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‘Crystodigin’ (Crystalline Digitoxin, Litty) 
... iS a single pure crystalline glycoside and therefore 


surpasses the official requirements for ordinary digitoxin, 


which is allowed to be a mixture. 


This exceeding purity of ‘Crystodigin’ enables doses 


to be accurately weight-measured. 

Accuracy of dosage eliminates a possible element 

of error and provides better control. 

For accurate ‘‘digitalis therapy,’ with adequate margin of safety, 
SPECIFY CRYSTODIGIN 

Detailed information and literature on ‘Crystodigin’ 

are personally supplied by your Lilly medical service 


representative or may be obtained by writing to Eli Lilly and Company, 
Indianapolis 6, Indiana, U.S.A. 


SINCE 1876 
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Westward LILLY SINCE 1876 


Kansas City by 1881 had become a bustling market center for Western commerce. 
It was chosen, therefore, as the logical place for Colonel Eli Lilly's brother, James, 


to open the young pharmaceutical company’s first branch house. 

When this step was taken, it was the beginning of a long march 

which was to carry the Lilly name as a symbol of quality medicinals to all points of the compass. 
Now, patients everywhere obtain the increasing benefits of pharmaceutical research. 

Improved health is thus another important result of the economic opportunities 

made possible by our American system of free enterprise. 


ELi titty COMPANY - INDIANAPOLIS 6, INDIANA, U.S.A. 
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THE PRESENT STATUS OF 
ANTIBIOTIC THERAPY 


Davin A. Cooper, M. D.,** 
Philadelphia, Pa. 

The discovery and development of chemo- 
therapeutic and antibiotic substances in the 
past decade represents perhaps the most dra- 
matic period of progress in medicine. Today 
it is hard to realize that ten years ago there 
were no antibioties while today practically all 
of the infections commonly encountered are 
amenable to treatment with chemotherapeutic 
agents. This field is dynamic. There are new 
substances being discovered and developed al- 
most from day to day and we are gaining 
more knowledge of their use and limitations. 
There are so many antibiotic substances avail- 
able today that it is at times difficult to select 
the proper agent and dosage for a given pa- 
tient. Five years ago for practical purposes 
there was only one effective antibiotic, namely 
penicillin; today there are at least eight. 
These antibioties include in the order of their 
discovery and use: tyrothricin, penicillin, 
streptomycin, bacitracin, polyyxin, aureomy- 
cin, chloramphenicol (chloromycetin), neomy- 
cin, and most recently terramycin. All of 
these substances have a wide range of anti- 
bacterial activity and because of this faet 
there has been a tendency to neglect a careful 
bacteriological study in most instances. This, 
in my opinion, has been the cause for failure 
in treatment in a number of patients. In any 
consideration of antibiotic or chemotherapy 
che importance of cultural demonstration of 
the etiologie agents and determination of its 
sensitivity to the various agents cannot be 
too strongly stressed. A recent case demon- 
strates this point. 

The patient was a white female of thirty 
known to have had an old pulmonary tuber- 
culosis that was considered arrested. She was 


*Read before the Medical Society of Delaware, Dover, 
October 3, 1950. 

** Associate Professor of Medicine, University of Penn- 
sylvania. 


delivered at the Lying-In Hospital on Sep- 
tember 3rd, 1950 and was said to have had 
some respiratory difficulty after delivery but 
was apparently well enough to be discharged 
on her tenth day postpartum. <A few days 
alter discharge she was found to have fever 
and complained of pain in her chest and ab- 
domen and was treaeted by her family phy- 
sician with penicillin for five days without 
effect. She was admitted to the Pennsylvania 
Hospital ten days ago at which time she had 
signs of a subphrenie and pelvie abseess. Her 
old tuberculous lesion had apparently remain- 
ed quiescent. Her penicillin was continued 
and streptomycin was added. It was thought 
that her continued fever was due to her ab- 
However, after drainage of her pel- 
vie abscess she continued to run a spiking 


SCeSSES, 


When her cultures from her abscess 
were reported and sensitivity studies done, it 
was found that her organisms were resistant to 
penicillin and only slightly sensitive to strep- 
tomyein but highly sensitive to aureomycin. 
On switching her over to aureomycin there was 
a prompt febrile This 
could be duplicated many times. 


lever. 


response. example 

Kven though these antibiotics have a wide 
range of antibacterial activity certain pat- 
terns of activity for the different antibiotics 
is well established, based not only on in vivo 
and in vitro experiments but based on clinical 
trial. For example it is quite clear that peni- 
cillin exerts its action In a most powerful way 
against gram positive cocci, against traponemal 
infections and against gonocoeci. It either 
has no effect or a very feeble effect against 
all gram negative bacilli. Streptomycin on 
the other hand has a striking effect against the 
tuberele bacillus and against many gram nega- 
tive bacilli. Its effect against the treponemata 
and against gram positive micro-organisms is 
much less than penicillin. It is for this reason 
that streptomycin or dihydrostreptomyein are 
used almost exclusively for the treatment of 
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tuberculosis and sensitive gram negative ba- 
eilli. It is a striking fact that neither peni- 
cillin or streptomyein has any effect upon the 
common virus infections nor upon Rickettsial 
infections. In the case of aureomyein and 
chloramphenicol the action of these drugs is 
different from either penicillin or streptomyein 
in that they have an effect on Rickettsial in- 
fections and some virus diseases as well as on 
bacterial diseases and amebiasis. Terramycin, 
the newest addition to the field has about the 
same range of activity against the infectious 
agents as aureomyein but requires a somewhat 
larger dosage. This substance has been in use 
not more than a vear and therefore statements 
about it must be considered tentative. These 
latter antibiotics have considerable com- 
mon. First, their range of activity is fairly 
comparable. Secondly, they have good ab- 
sorption from the gastro-intestinal traet which 
makes oral administration practical. Thirdly, 
they have a low degree of toxicity. Fourth, 
the action of these is primarily bacteriostatic 
in contrast to penicillin which is bactericidal. 

With the discovery of each new antibiotic 
additional diseases are brought under control 
and the number of antibiotics that are effec- 
tive against the common infections Is Increas- 
ing. This gives us more than one weapon to 
use against a given infection which is import- 
ant because we know that some strains of or- 
ganisms are resistant or develop resistance to 
any of the antibioties. To fail to recognize 
this lack or loss of sensitivity may lead to 
tragic results. Whereas an appreciation of it 
and a change of antibioties will lead to the 


Infection 


May, 1951 
control of the infection. Based on past experi- 
ence we assume that certain organisms are 
sensitive to a specific antibiotic. We cannot 
be certain of this prior to actual treatment un- 
less the organisms are actually tested for its 
sensitivity. This should be done whenever 
practical but when facilities are not available, 
the clinieal response can be taken as the best 
vuide to the sensitivity of the organisms in- 
volved. 

The antibiotic bacitracin is produced from 
a strain of bacillus subtilis. It has the same 
veneral bacterial spectrum as penicillin, that 
is to Sav it Is more active against gram posi- 
tive organisms than against gram negative 
bacilli. Organisms that are resistant to peni- 
cillin may be sensitive to bacitracin.  Baei- 
tracin has been used most extensively in the 
treatment of mixed infections of wounds after 
penicillin and streptomycin have failed to 
bring the infection under control, when baei- 
tracin is given by mouth amebiasis can be con- 
trolled, and it is effective in pneumonococcic 
and lobar pneumonia when given parenterally. 
However, there is considerable evidence of its 
nephrotoxicity, hence it is reserved mostly for 
local use. Polymyxin is not a pure substance 
but it is highly specific against gram negative 
bacterial infections. So far it is the most 
powerful agent against some strains of bacillus 
pyocyaneus. Most of this material has been 
proven to be nephrotoxic which has limited its 
use and value. 

The indications of the antibiotics in com- 
mon use today can best be presented by the 
following charts: 


Chior 
Penicillin Streptomycin Aureomycin amphenicol Terramycin 


Streptococcal 
Neisserian : 
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P.A.S. 
Clostridial 
Gram-negative bacillary : 
II I I U 
best ) 
I—F irst choice 111—Third choice U—Unknown 
I1—Second choice .. —No value 
Pasteurella 
Brucella 
II-S.D. I I U 
Haemophilus 
H. influenzae meningitis ................ is III-S.D. I-S.D. II-S.D. U 
H. ducreyi ...... I] I I U 
I—First choice I11—Third choice S.D.—Sulphadiazine 
I1—Second choice .. —No value U—Unknown 
Infection Penicillin Streptomycin Aureomycin Terramycin 
Spirochaetal : 
Leptospira icterohoemorrhagioe .......... ? a U U U 
Donovania granulomatosis ................ II I I U 
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Rickettsial 


I—First choice 


U—Unknown 


1I—Second choice .. —No value 
Chior 
Streptomycin Auroomycin ampheontos! Terramyein 
Viral: 
II-S. D. I I U 
Lymphogramuloma venereum ............ II-S.D. I I U 
Primary atypical pneumonia ............ I I U 
Infectious mononucleosis ......... vie U 
Epidemic hepatitis ....... U U U 
Epidemic keratoconjunctivitis ..... ? U 
Parasitic: 
Acute amoebic dysentery ................ - I U U 
Fungal : 
Trichomonas vaginalis ........... I 
I locally U U 


U—Unknown 
.. —No value 


I—F irst choice 
II—Second choice 


Infection 


S.D.—Sulphadiazine 


Penicillin Streptomycin Aureomycin Chloramphenicol 


Severe staphylococcal 

Subacute bacterial endocarditis: 
a-haem. strep. .. 
Enterococeal 
Gram-negative 
Staphylococeal 

Acute bacterial endocarditis : 
B-haem. strep. 
Pneumococeal 

Meningitis: 
Pneumococcal 
Staphylococeal 
Gram-negative 


I I 
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Infection or condition 
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Penicillin Streptomycin Aureomycin Chloramphenicol 


Meningococcal meningitis ................. 
Subacute bacterial endocarditis ............ 

Colonic surgery ............ 
Established surgical infections ............. 


U U 
I U U U 
I 
I II U 
I U U 

II é I U 
I ' U U 
I II U 
I a I U 

I P.O.-S.S. I Il 

II Ill I II 
I U Il U 


I—F irst choice U—Unknown 


IIl—Seeond choice 


P.O.—Per os 


Dosage. Penicillin, because of its bactericidal 
effect remains the antibiotie of choice in its field 
of activity. Procaine penicillin G, 300,000 
units, fortified or unfortified, with 100,000 
units, of erysticillin potassium penicillin every 
12 to 24 hours, intramuscularly is the prepara- 
tion and method of choice and is effective in 
virtually all infections caused by penicillin 
sensitive organisms. There are, however, a few 
instances, particularly in endocarditis with re- 
sistant organisms, where the sodium or potas- 
sium salts, of erysticillin penicillin are prefer- 
able. Oral penicillin using sodium or potas- 
sium salt is effective in most infections but by 
large is not effective as parenteral use. 

Streptomycin and dihydrostreptomyein will 
be discussed later under the therapy of tuber- 
culosis. 

Aureomycin, chloramphenicol and terramy- 
cin, all three substances have pretty much the 
same range of effectiveness and are given pre- 
dominately by the oral route; they can be con- 
sidered together. Aureomycin is used in one 
to four grams daily, divided into four doses, 
and chloromycetin and terramycin, two to six 
grams daily, in divided doses, varying some- 
what on the severity of the infection and the 
presence or absence of toxic manifestations. 
Since these substances are bacteriostatic and 
not bactericidal, the period of treatment should 
be considered somewhat longer than in the 
case of penicillin. 


Synergistic Effects. This entire problem of 


S.S.—Sulfasuxidine 


©°__Ag indicated 
.. —No value 


the synergistic action of two or more anti- 
biotics is far from being settled. Experi- 
mentally it has been demonstrated that peni- 
cillin and bacitracin have a synergistic effect 
in rabbitt syphilis. Also it has been shown 
that penicillin and streptomycin have a syner- 
gistic effect against strains of enterococeus in 
some patients with subacute bacterial endo- 
carditis due to enterococcus, recovery has been 
recorded following the use of both penicillin 
and streptomycin, after penicillin alone has 
failed. On the other hand, penicillin and 
chloramycetin has the opposite effect, namely, 
that the full action of penicillin was not dem- 
onstrated when chloromycetin was added to 
the culture medium. Here again it seems to 
me important to apply the knowledge that 
we gained from in vitro sensitivity studies of 
the infecting organisms and to this knowledge 
add the value of clinical trial. At this point, 
it seems to me a good time to mention the 
value of repeated sensitivity studies in chronie 
infections because of the change in the bae- 
terial flora. A good example of the importance 
of combined therapy is the management of 
Brucellosis where a combination of aureomy- 
cin and streptomycin appears to be more ef- 
fective than either alone. Another point in 
the routine use of an antibiotic such as peni- 
cillin has been brought out in a recent report 
on Friedlander’s pneumonia by Gill, wherein 
he shows that the use of penicillin in Fried- 
lander’s pneumonia, may not only be useless 
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but harmful. In Friedlander’s pneumonia 
there are usually secondary organisms which 
are sensitive to penicillin. Whereas the Fried- 
lander organisms are resistant. By knocking 
out these susceptible organisms, the Friedland- 
er organisms are more abundant and the in- 
fection more severe. 

Bacterial Resistance. This most important 
subject should be borne in mind in the man- 
agement of any and all bacterial infections. 
The evidence at present indicates that some 
strains of most bacteria can be made resistant 
to almost all antibiotics providing the organ- 
isms are exposed to the antibiotic long enough. 
It is known that gram negative bacteria de- 
velop resistance to streptomycin rapidly but to 
aureomycin and chloromycetin more slowly. 
Also organisms develop resistance to penicillin 
in vitro very slowly and indeed penicillin is so 
active against some bacteria that it is almost 
impossible to develop or demonstrate penicillin 
resistant strains of such an organism as the 
gonococeus. This problem of resistance is one 
justification for the massive doses of, particu- 
larly, penicillin that are in common use today. 

Toxic Manifestations and Sensitivity. All 
of the antibiotics show some degree of toxic 
manifestations, most notable among them is 
the vestibular damage caused by streptomycin. 
Penicillin, perhaps shows the least amount of 
toxie reactions and sensitivity even though a 
wide variety of reactions to penicillin have 
been recorded in the literature. Most of the 
reactions to penicillin are of an allergic na- 
ture, some have been quite severe. I have 
had the unpleasant experience of seeing one 
that had edema of the glottis that required 
tracheotomy and most of us have seen vary- 
ing degrees of skin reactions. 

Current Status of Drug Therapy in Tuber- 
culosis. When one considers the protean na- 
ture of tuberculosis it is not difficult to realize 
that no hard and fast rules for therapy ean 
be laved down. The drugs that are most use- 
ful are streptomycin nad its derivatives, di- 
hydrostreptomyecin. The former at the pres- 
ent time is generally agreed to be the best drug 
to use routinely and the latter in exceptional 
instances. The usefulness of streptomycin is 
limited by two factors, namely, bacterial re- 
sistance and toxie manifestations. It has been 
clearly shown that these two factors vary with 
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the duration of treatment and dosage and to 
a lesser extent with the character of the dis- 
ease being treated. The next most useful drug 
is para aminosalicylic acid which has been 
shown to be bacteriostatic in vitro and in vivo. 
The sulfones and thiosemi-carbazones are of 
less value and are more toxic. The present 
basic plan of therapy is a combination of 
streptomyein and para aminosalieylie acid. 
That is, one gram of streptomycin given in one 
dose by the parenteral route daily and para- 
aminosalieylic acid, 12 grams daily, divided 
into three or four doses by mouth. The dura- 
tion of therapy depended on the extent and 
type of disease. In the more benign type of 
diseases, streptomycin may be reduced to three 
doses per week and in the more fulminating 
types of disease, the dosage may be increased. 
In tuberculous meningitis, this combined ther- 
apy is perhaps best supplemented by intra- 
thecal therapy with 0.050 grams every second 
or third day for at least 28 days. The recent 
trend is to prolong drug therapy, that is com- 
bined treatment for longer periods of time, 
that is, six months to a year and to integrate 
this drug therapy with collapsed and/or 
surgical treatment. 
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1520 Spruce Street. 
DISCUSSION 

Dr. L. D. PHtuiuirs (Marshallton): My re- 
marks will be entirely on the tuberculosis line. 
We have been using streptomycin and dihy- 
drostreptomycin at the sanitarium. At first 
we were giving one gram daily, and one 
P.A.S. (12 grams). 

At the National meeting, in Washington in 
May, doctors from the Fitzsimmons Hospital 
in Denver stated they thought that one gram 
every third day of streptomycin was just as 
satisfactory as a gram daily. Since then we 
have been using the one gram every third day 
and also the 12 grams of P.A.S. daily. 


We x-ray all of the patients on admission 
and we x-ray them before this medication is 
given; then they are re-evaluated at the end 
of every thirty days as to the future treat- 
ment. These patients generally have been 
given streptomyein and P.A.S. for anywhere 
from two to four months. We have 108 pa- 
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tients at the sanitarium, and of these, 48 are 
now getting some form of this treatment. Of 
all the 108, there are 76 who have had or are 
at present getting this form of treatment, or 
you might say 3 out of 4. 

We found too in some of the cases after a 
three month period of the drug that the x-ray 
films in the next month or two showed more 
improvement than they did while the drug 
was being administered. Just why I don’t 
know, but we thought there was more improve- 
ment then. 

Also we think, as I believe most people 
think, that it is of practically no benefit in 
chronic fibroid cases. However, the patients 
do say that they feel quite a bit better when 
they are receiving this form of treatment. 
Nevertheless, the x-rays in this type of case do 
not indicate that such is the ease. 


Dr. G. A. Bearry: (Wilmington). It is al- 
ways very refreshing to hear Dr. Cooper, but 
I have never heard him cover quite so much 
territory as he did today. I think the only dis- 
ease that was not on his long list was leprosy. 


I think the point that Dr. Cooper stressed, 
and we will just mention it again for em- 
phasis, is that none of the antibiotics should 
be used promiscuously. If possible, sensitivity 
tests should not only be done at first but 
should be repeated, because you frequently go 
from one antibiotic to another during the 
course of any of the diseases applicable. 

Also, and Dr. Phillips has already mention- 
ed this, I would like to stress what was brought 
up by the Fitzsimmons group in Washington ; 
that the new method of using streptomycin 
over a long period of time seems to get just 
as good an effect by using it every third day, 
with the 12 grams of P.A.S. by mouth. This 
is particularly important if there is any surg- 
ery contemplated in the future. 

Dr. EpmMonp G. Lairp: (Wilmington). I 
would like to ask Dr. Cooper if there is any 
evidence that sensitivity is built up more rap- 
idly and more frequently by the use of these 
antibioties in skin applications, such as salves, 
and so forth, than by the actual injection and 
therapeutic use intramuscularly. It seems 


that in surgery, people who have had these 
salves used them to inevitably develop more 
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violent reaction when they use them for some- 
thing more serious later on. 


Dr. Coorer: I would first like to thank 
the gentlemen for their diseussion. Dr. Beat- 
ty referred to the work from Fitzsimmons 
Gieneral Hospital. They set up a protocol 
of combined interrupted treatment using 
streptomycin twice a week, and with the group 
oft cases they treated they did not develop any 
resistant organisms, 

I think that one of the answers is that since 
the war the type of disease they are handling 
at Fitzsimmons is a fresh disease picked up 
from the army and sent to Fitzsimmons. In 
other words, they are treating a different type 
of disease, perhaps, and certainly it is differ- 
ent from that which is commonly seen in most 
institutions. 

I have had the opportunity, through the 
Veterans Administration, to review the cases 
that were presented at this meeting last spring 
by the Fitzsimmons group, and they were by 
and large fresh new tuberculosis. That, I 
think, is a different problem from treating the 
type of disease for example, Dr. Phillips has, 
and we have more of it in Philadelphia. That 
is more reason, as I see it, for cutting your 
suit to fit the cloth. 

You have two substances: streptomyein and 
PAS and dependent upon the type, character, 
even the duration of the disease, plan your 
treatment and plan it in conjunction with 
whatever form of surgical treatment that is 
indicated. 

In regard to the question, have antibiotics 
simplified the treatment of tuberculosis, the 
contrary is true; it is now more complex. We 
not only have collapse therapy and surgery 
but the importance of correlating and combin- 
ing these various types of treatments. The 
antibioties have made more cases available for 
surgery. The most outstanding feature in the 
recent trend is resection combined with anti- 
biotic therapy. It is now more effective and 
safer than it was formerly. 

On the matter of local application, I guess 
I left my text a little bit because I had this 
question covered, particularly of penicillin, 
which is the one that is in more common use. I 
think that you are more prone to get allergic 
responses after the use of local applications. 
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I meant to bring it out when I was talking 
about aerosol because I have used that over 
the vears, and I was quite an enthusiast at one 
time until I got so many cases where the mouth 
and pharynx look like a piece of raw beef that 
I found that that reaction is quite common. 
The eve people see it quite commonly in using 
penicillin locally in the eyes, and I imagine 
the dermatologists see a good many reactions. 
Oral penicillin has the best record for lack 
of development of sensitization. 


BIOLOGY OF AGEING*« 
Epwarp A. Bortz, M. D.,** 
Philadelphia, Pa. 

The many effective remedies which the prac- 
ticing physician has at his command in modern 
times has brought about a spectacular drop in 
the mortality rate of many common diseases. 
The medical profession today has more to ot- 
fer the people whom it serves than in any 
previous era. Programs of annual sessions of 
the state medical societies offer discussions of 
importance to the profession for the public 
welfare. Refinements of diagnosis and par- 
ticularly treatment are discussed. Improved 
concepts concerning nutrition, the diseases of 
the vascular system and the nervous system, 
the control of infections and of deficiency dis- 
eases, and the early diagnosis of cancer are 
presented to the busy practitioners who, in 
turn, apply the new knowledge and thus bring 
about better control of disease. The result, in 
terms of more people living longer, is one of 
the amazing accomplishments of the first half 
of the Twentieth Century. 


THE PorentiaL LIFE SPAN 

Modern science has developed remarkably 
effective weapons for the control of disease. 
Primitive man in times B. C. had a short, 
active, and rather precarious existence of 
about eighteen years. In the heyday of Greece 
and the Roman Empire the life span had in- 
creased to about twenty-five years. In 1850 
the average life span in the United States was 
approximately thirty-seven years. By 1900 
it had increased to forty-nine, and in 1950 
the average life span of the American woman 
is seventy years and the American man can 


*Read before the Medical Society of Delaware, Dover, 
October 4, 1950, by Dr. L. B. Flinn. 

**Associate Professor of Medicine, University of Penn- 
sylvania Graduate School of Medicine. 


look to an average life span of better than 
sixty-nine vears. However, even in modern 
times the life expectancy rate of Biblical days 
still holds in those areas of the world where 
public health and the magie of modern med- 
The hinterlands of 
India, China, Africa, and possibly in some 
of the islands of the Pacific show a high in- 
fant mortality rate, and the Shamans, or 
tribal medical doctors, are still resorting to 
mystic formulae and incantations to drive out 
evil spirits. 

Even in our enlightened nation the poten- 
tials of the life span have not been approach- 
ed. If the utilization of the organs in the 
human body were maximum, the human life 
span should approximate 125 years. If the 
living cycle for the human body should follow 
the same maturation curve of evolution, de- 
velopment, and senescence as in the lower 
animals, it would seem that premature deteri- 
oration is an all too common condition today. 
As an example, a dog is full grown physically 
at two and has an average life expectancy of 
twelve years. At one and a half years of age 
a cat is full grown and has an expectancy of 
ten years. At four years a horse is fully 
grown and has a life expectancy of twenty- 
five years. According to this, if man is 
physically mature at twenty-five then he should 
have an averge normal life expectancy of 150 
vears. If this is an observation of value and 
represents the potentialities of natural, rhyth- 
mal existence, then man still has not nearly 
approached the optimum or the possible life 
span, since today he averages only seventy 
vears of age. 


ical science is unknown. 


Human life follows a definite biological pat- 
tern. Premature deterioration of the vascular 
system with the deposition of cholesterol in 
the blood vessels of the brain, the heart, the 
kidneys, and the muscles reduces the effective- 
ness of the human body and predisposes it to 
premature demise. However, one of the great 
contributions resulting from the discoveries 
in the field of radioactivity and atomic energy 
is the development of tracer technique with 
the use of tagged atoms placed in foodstuffs 
as carbohydrates, proteins, fats, vitamins, and 
minerals. Information of outstanding value 


is being uncovered. New data now accumulat- 
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ed point to an effective answer to deleterious 
influences such as the deposition of fatty sub- 
stances in blood vessel walls. This new data 
suggests control of hardening of the arteries, 
coronary occlusion, stroke, and the unfortun- 
ate results of hypertension. This kind of pre- 
mature tissue deterioration should be brought 
under control in the not-too-distant future. 

The collagen disorders, notably fibrositis, 
rheumatoid arthritis, rheumatic fever, and 
disorders of the skeletal and muscular tissues 
are now being intensively studied with the 
new methods which have made the last decade 
one of transcending importance. The new 
knowledge of nutrition offers a vigorous and 
healthy life for individuals at any age. Ex- 
periments wth lower anmals, as clearly dem- 
onstrated by MeCay, Gardner, and others, 
have shown the intimate relationship between 
total calorie intake, quality of the diet, and 
length of the life span. 

STAGES OF THE LIFE SPAN 

Shakespeare has recorded his impressions 
of the seven stages of human existence. For 
scientific purposes it is sufficient to point out 
that the periods of intra-uterine development, 
infancy, childhood, and adolescence are pretty 
definitely fixed time intervals. 

It is in the later years of maturity that the 
stresses of over-indulgences of modern living 
begin to exact their toll. The onset of tissue 
degeneration may be followed by an aeeelera- 
tion in the speed of body deterioration. Even 
so, the human life span is inereasing. 

In the years of early maturity and old age 
the disorders popularly designated as the de- 
generative conditions top the list in mortality 
tables. More than a million lives are lost each 
year due to premature breakdown of the vas- 
cular tissues. It does not matter much wheth- 
er the certificates are labeled as ‘‘coronary oc- 
elusion,’’ ‘‘apoplexy,’’ ‘‘ cerebral thrombosis, 
‘*hypertension, cardiovascular disorders,’ 
or ‘‘nephritis.”’ Control of body funetions 
by diet, elimination of poisons, adequate rest, 
rehabilitation, if properly applied, may ex- 
tend the mature years, the useful years of 
human life, with delay in the ravages of senile 
changes. 


GERIATRICS 
In the first half of the twentieth century 
emphasis has been placed on youth, speed, 
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efficiency of production, hurry, the time clock. 
The thing to do was to be busy with an en- 
gagement-filled calendar with little thought of 
time for reflection. One might, perhaps, 
designate the worship of high-speed efficiency 
methods as an American neurosis. Is it not 
high time that an Age Movement should now 
be recognized, more especially since passing 
days are carrying all of us into the period 
of the later years. Geriatries now appears as 
a specialty in the practice of medicine which 
has to do with the medical disorders of elderly 
individuals. These, principally, are tissue de- 
generation of the blood vessels and the organs, 
weariness and body weakness, which is often 
the result of nutritional deficiency, and the 
boredom of uninteresting living conditions. 

The geriatrician is coming onto the stage 
at a most appropriate time. There are many 
patients waiting for him. An accurate survey 
ot living practices and an appraisal of physical 
resourees is preliminary to any prescription 
for our elderly patients. 

Prophylactic geriatries recognizes the possi- 
bilities of preventive measures which can be 
instituted. Control of body weight, adjust- 
ment of the diet, improvement of body elim- 
ination, the elimination of infections, the need 
for more rest and recreation—all these are im- 
portant to the continued well-being of patients 
approaching the summit of the years. In this 
area of the human life span, the biological po- 
tentials should be kept in mind. Premature 
human deterioration may be brought under 
control and an expansion of the harvest years, 
the happy years, may result. 

THE Masor INVOLUTION 

The human mind, according to Aldred Seott 
Warthin, has always shown a definite aversion 
to the acceptance of old age and death as 
natural physiological processes. To the eyes 
of youth age and the aged appear foreign, 
almost as another race of humans on a lower 
seale, a race that is to be pitied and, at best, 
tolerated. This, as Warthin states, is a normal 
psychological action of the immature mind. 

Problems of ageing and discussions of worth- 
while objectives of human beings are intangi- 
ble and likely to produce too sober a frame 
of mind. Thus, they are readily brushed 
aside ; nevertheless, the problems of ageing are 
basically important. The premature disposi- 
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tion of energy invites decay; therefore, these 
processes are the concern of scientific medi- 
cine. They must be studied by the profession. 
Ways and means can be found which will add 
vitality and preserve the waning strength of 
the ageing body. Senescent processes in many 
instances can be guarded against. 

Warthin describes the life of man as a tragic 
comedy in three acts—evolution, maturation, 
and involution. Medical science is now turn- 
ing its attention to the last act, involution. 
The human machine transforms, stores, and 
releases energy. At birth the individual is 
given an energy charge with potential to 
carry it along for a variable period of time. 
Warthin deseribes the individual human body 
as a temporary incident in the life of the 
species. 

In the biological human life evele the body 
attains full development and then struggles 
for maintenance at the height of maturity un- 
til energy loss brings about decline and sen- 
escence, Senescence is a gradually develop- 
ing state of organ and tissue’ involutions. 
When these are sufficiently advanced as to be 
clinically apparent, then age is upon us. 

Different tissues of the body follow various 
maturation and involutional eveles. Within a 
single body, as shown by Cowdry, the pro- 
cesses of ageing act at different speeds. The 
coronary arteries age more rapidly than the 
arteries in the wrists. The ovaries become 
senile long before other endocrine glands in- 
volute. The lite span of particular body tis- 
sues is different from that of the body as a 
whole. Friedenwald believes the possible life 
span of the human eve is 130 years if the 
body could last that long. Weidman points 
out that the skin of the trunk of an eighty- 
five year old furnishes the same protection as 
at twenty. The epidermis, the outer layer of 
the skin, may have a life span exceeding that 
of the eve. 

Cowdry describes certain tissues of the body 
as ‘‘tountains of yvouth.’” These are found 
where there are reservoirs ot cells that never 
age or die except by accident. The cells of 
the bone marrow are an example. These are 
described as intermitoties because their in- 
dividual lives extend from the mitosis which 
produces them to the following mitosis. These 
cells keep dividing and some differentiate into 
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blood cells; however, only a small percentage 
follow this pattern of differentiation because 
if all of them did, the reservoir cells would 
differentiate the tissue out of existeff®e, An- 
other ‘‘fountain of youth’’ tissue is in the 
epidermis, which continues to manufacture 
young cells throughout the life of the body. 


There is an old saying that the human 
body changes completely every seven years. 
This might be hard to verify. However, an 
older body is an entirely different mechanism 
than that of a voung adult. The changes 
which take place, the ageing processes, should 
be understood by practicing physicians in 
order that body energy may be conserved and 
living processes may be reinforced in the later 
periods of the life span. 

Warthin maintains that senescence is a 
normal involutionary process which affects all 
of the vital organs and functions. He terms 
old age, a major involution, as a_ biological 
function necessary for the perpetuation of the 
species. When he becomes biologically use- 
less, he is removed from the scene by the 
gradual fading away process of senescence. 
Warthin states, **The universe demands mor- 
tality for the individual if the life of the 
species is to attain immortality through the 
ability to keep up with the changes in environ- 
ment of the successive ages.”’ Warthin was 
thinking entirely in terms of man as an 
animal with total disregard for the needs ot 
society. The extension of the human life 
span is producing new opportunity for the 
development of social equilibria. Here is a 
new field which needs to be explored by the 
geriatrician. 

In striving for the preservation of human 
life, science is now examining the processes 
and influences which destroy it. It may be 
possible to avoid premature ageing of tissues. 
Life, according to Cowdry, is a succession of 
adjustments between the individual and his 
environment and also between his organs and 
tissues. Some of these may be easily made; 
others may be only partial and leave the in- 
dividual handieapped by depletion of reserves. 
Ageing processes are hastened or modified by 
diseases ; therefore, one way to prolong life is 
to protect the organisms from illness or dis- 
ease. It becames a matter of avoiding com- 
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plications which accelerate the processes of 
ageing. 

Certain tissue changes occur with the pas- 
sage of time. Decrease in water content takes 
place and the individual shrinks in weight and 
stature. There is progressive dehydration, 
there is condensation of colloids. Elasticity 
and flexibility decrease. Wells believes this 
accounts for the ageing of elastie colloidal 
fibers in blood vessel walls. 

Physiological reserves are likely to diminish 
with the passage of time. The decrease of 
adaptability is a sign of oncoming age. 

(;ERONTOTHERAPY 

Treatment of the disorders of the later years 
of life may be designated as gerontotherapy. 
As pointed out by Gardner recently in a paper 
before the American Chemical Society, ger- 
ontotherapy deals with the slowing down of 
the ageing processes and the prevention of 
many of the elements which are common in 
elderly patients. 

Efficient application of known 
methods for the control of disease will bring 
about a further extension of the human life 
span. The rich colors and qualities of inter- 
esting mature human life with the perform- 
ance of work which has social significance will 
add to the quantity and quality of human 
living. Newer drugs, including the antibiotics, 
the vitamins, the hormones, cortisone, and 
ACTH are a few of the spectacular remedies 
now in the armamentarium of the geriatrician. 
The expansion of the mature years represents 
a major goal of science today. 

2021 W. Girard Avenue. 
DISCUSSION 

Dr. L. C. McGee: (Wilmington). I should 
like to join Dr. Flinn in regretting that Dr. 
Bortz, for a good reason, could not be present 
today. I enjoyed his paper, but we enjoy also 


scientific 


his personality and stimulating presence. 
Doctor Bortz has viewed man as a biologie 
unit. The life curves suggest that 21 million 
men and women 65 years of age and older 
will be living in this country by 1980. These 
millions will eat, sleep, wear out clothes, wreck 
automobiles, view television, root for the 
‘*Phillies,’’ and, as consumers, do most of the 
things that men and women under 65 vears 
of age will do. They will vote, too! It re- 
mains to be seen whether a) the care of these 


DELAWARE STATE Mepicat JOURNAL 115 


older citizens will be an economic burden on 
the back of younger workers, or (b) they will 
be economically self-sustaining through better 
utilization of their productive abilities in de- 
clining years. Ageing man may well be view- 
ed as a sociologie and an economie unit in 
addition to his being a biologie unit. 


Some students of cellular metabolism in 
ageing tissues found a hydration rather than 
a desiceation of tissues in old animals. (H. 
W. Shock, ‘‘ Metabolism in Old Age,’’ Bull. 
N. Y. Academy of Medicine 24: 166-178, 
March 1948). The water content of the cells 
remained unchanged, whereas the water con- 
tent of aged tissues increased. It has been 
suggested that this increase is an extracellular 
edema consequent to atrophy, the loss of tis- 
sue cells, and to cardiae or renal hypofunction. 


It is good to hear Doctor Bortz note the 


misplaced emphasis on speed and productive 


efficiency in the human body. The following 
comment has been made on modern man: 


The Modern Man 
‘*Hurry the baby as fast as you can, 
Hurry him, worry him, make him a man, 
Off with his baby clothes, get him in pants. 
Feed him on brain foods and make him ad- 
vance. 


‘*Tlustle him, soon as he’s able to walk, 
Into a grammar school; cram him with talk, 
Fill his poor head full of figures and facts, 
Keep on a-jamming them in till it cracks. 


‘*Onee boys grew up at a rational rate, 
Now we develop a man while you wait. 
Rush him through college ; compel him to grab 
Of every known subject, a dip and a dab. 


‘*(iet him in business, and after the cash, 
All by the time he can grow a mustache. 
Let him forget he was ever a boy, 
Make gold his god and its jingle his joy. 
Keep him a-hustling and clear out of breath, 
Until he wins—nervous prostration and 
death.”’ 

Dr. L. B. FLINN: (Wilmington). We have 
heard considerable talk the last day or two 
about ageing processes and rehabilitation of 
the elderly, but also the sick, particularly those 
with vascular disease. Some of us have been 
particularly interested in this problem with 


2 


= 
>? : 
as. 
5 
1 
= 
* 
¥ ¥ 
: 
: 
bd 
| 
‘ 
| 
Ne 


116 DELAWARE STATE MepicaL JOURNAL 


reference to institutions such as the Gov. Bacon 
Health Center. 

This noon some of us were given a bird’s-eve 
view of the State Welfare Home at Smyrna. 
Some of the problems there with the particular 
would like 
to suggest that more members of the Society 
Visit that Imstitution. It is a large tract of 
ground, I think about 56 acres. There are 
numerous buildings. There are some 380 pa- 
tients with far too little bed space. They get 
very good care. The director of the institu- 
tion must take care of its entire management. 


patients were not new to us. 


He is the sole physician, except when he calls 
in an occasional outside consultant. 

It seemed to us a tremendous job, and we 
wondered at it and remarked about it. But 
perhaps it is a practical example of the prob- 
lems we have been discussing. Dr. Prickett 
took that job because he retired. 

Dr. C.J. Prickerr: (Smyrna). Thank vou, 
Dr. Flinn, for those very fine remarks. | 
only wish I could do a whole lot more. I be- 
lieve I daily think of the springs that we used 
to have in our bodies that we people of my 
age do not have any longer, and we see very 
very little research on elastic tissue. 1 would 
like to see some work done on that so that we 
might retain the springs in our bodies which 
we had in our vouth. I know that myself and 
all of my patients in the welfare home would 
certainly be much better off, and we could 
accomplish much more if we could just spring 
along a little bit more. 

In regard to Dr. Bortz’ paper, Dr. Gumpert 
of New York recently said that he believes that 
rehabilitation of older people depends almost 
entirely upon how much we can preserve and 
how much we can reactivate, not only in the 
mind and the general health but the social part 
of the individual’s life. That means passing 
out a hand of hope to the fellow, being kind 
to him, and just making him feel that his life 
is still very much worthwhile, even at his 
greatly advanced age. Then I think finally 
of the statement which someone, I believe it 
was Ruskin, who said that if we would add 
years to life we must add life to vears. 

I want to say that any member of the Med- 
ical Society who wants to come to the Home 
at any time is certainly welcome. We will be 
glad to see them. 
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PRESIDENT Fircuett: This whole problem 
of ageing is getting to be a more important 
one and a larger one every year. I am sure 
Dr. Prickett has had a great deal of experi- 
ence with it in his work there at the Home in 
smyrna. 


A REVIEW OF BASIC PSYCHIATRIC 
PRINCIPLES* 
Pau. J. Pornsarp, M. D., 
Philadelphia, Pa. 

This evening we will review certain basie 
principles of psychiatry. I have outlined four 
major topics which will be covered. First, is 
the topic of anxiety as it pertains to psycho- 
neurosis; second, a brief review of psychoso- 
matic conditions; third, a consideration of the 
obsessive personality, and finally, management 
of the psychoneuroses in a practice other than 
a Psvehiatric practice. 

In considering psychoneuroses, if we are to 
arrive at a common denominator of symptoms 
that is peculiar to neuroses, it is anxiety. 
Without anxiety, there is no neurosis. To 
briefly define anxiety, it is subjectively a feel- 
ing of dread, of impending disaster, and as- 
sociated with this are the physiological mani- 
festations of over-activity of the sympathetic 
nervous system; 1. e., palpitation, perspiration, 
dilatation of the pupils, and so on. The way 
in which the individual unconsciously handles 
his anxiety determines to a large part the type 
of neurosis which he develops. If one has a 
concept of how anxiety is handled, one has ¢ 
working framework for the understanding of 
the psvchoneuroses. 

The first and probably most common type 
of psychoneurosis is that of anxiety state. The 
person who has an anxiety state has anxiety 
that is free-floating so to speak. In deseribing 
his symptoms, he will say, ‘‘I have these at- 
tacks during which I feel seared to death. I 
don’t know what | am afraid of but I feel 
that something terrible is going to happen.’’ 
The apprehensive feeling is diffuse and is not 
displaced on to any object. Anxiety state— 
free-floating anxiety. 

The next type of neurosis frequently seen 
is the phobie state. A few of the phobias 
complained of are fear of riding on a bus, 


*Transcription of proceedings of the scientific staff 
meeting, Saint Francis Hospital, Wilmington, Delaware, 
February 27, 1951. 
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street car or elevator; fear of scissors and/or 
knives; fear of heart trouble; fear of cancer 
and fear of pregnancy. These individuals are 
handling anxiety by externalizing, by displae- 
ing anxiety on to some external object, person, 
an organ or system of the body. 

The next common type of neurosis is that 
of obsessive neurosis or obsessive state. The 
patient with an obsessive neurosis is apt to 
vive a clue to the diagnosis by saying, *‘l am 
a worrier.’’ The doctor is apt to dismiss this 
significant remark by indicating that this is 
a universal malady. He should be aware that 
the patient is very often implying much more 
than is apparent when he says he worries. 
Ask him what he worries about and he may 
sav: ‘Very simple things. After | leave 
here I will wonder whether I said the right 
thing to you; whether L said too much; wheth- 
er 1 did not say enough, and so on.’* What 
is going on in that patient’s psvehe? Tle has 
an obsessive thought that he has indicated can 
be simple in content. It can be: Did I say 
enough? Did IT say the right thing? It can 
be ridiculous in content such as why does the 
number three come after two, or a profound 
metaphysical premonition about the nature 
of life, the universe, or death. An obsession 
is a repetitive thought that persists in con- 
sciousness and regardless of how much force 
the individual may bring to bear to get rid 
of this annoying thought, he is very frequently 
unsuccessful in the attempt. You might ask 
him how he feels if he is suecessful. He will 
say: ‘I feel sort of worried, uncomfortable, 
butterflies in my stomach, and a tense feeling 
in the back of my head. Generally I feel 
seared and frightened.”’ In other words, 
anxiety. Thus we see that the obsessive 
thought is present to enable the patient to re- 
lieve his anxiety. 

Another type of condition seen is that of 
compulsion neurosis. A compulsion in the 
physical sphere is analagous to obsession in 
the mental sphere. We have seen that an ob- 
session is a repetitive thought that persists in 


consciousness; Whereas, a compulsion is a 
physical act that must be performed by the 
patient in order to allay anxiety. In its se- 
vere form, we are all familiar with the com- 
pulsive hand-washer. If one asks this type 
patient why he does not refrain from washing 


his hands, he is apt to say, ‘‘If I don’t, I feel 
tense, worried, a feeling of butterflies in my 
stomach, with pain in the back of my head.’ 
In other words, he is anxious if he refrains 
from this compulsive act, whatever the com- 
pulsive act may be. That patient is allaying 
anxiety by means of his compulsive act. 

And finally, the patient with a conversion 
hysteria. This conversion symptom may be 
in the motor, sensory, andor visceral sphere. 
Anxiety is being converted into a_ physical 
symptom in one or all of the areas mentioned. 
True conversion symptoms are not common. 
It is not frequently that we see a conversion 
blindness, or a conversion paralysis. If ove 
thinks of neurosis in terms of anxiety and how 
a particular patient unconsciously handles his 
anxiety one has an acceptable and under- 
standable descriptive framework for classifica- 
tion and understanding of the psychoneuroses. 

In considering psychomatic conditions you 
all know that the term psychosomatie is a word 
that has become quite popular in the last ten 
vears. It is not a new word or any particular 
new entity that has been discovered. It is 
used to describe a somatic disturbance that has 
its origin in the psvehe and implies the re- 
lationship between mind and body. The term 
‘*psvehosomatie condition’’ is usually resery- 
ed tor those conditions where a particular or- 
gan or system is involved. For example, cer- 
tain cases of peptic ulcer; certain cases of 
colitis, and certain cases of headaches are 
psychosomatic. The personality make-up of 
patients with these conditions frequently re- 
veal similar components on both a conscious 
and unconscious level. For example, the pa- 
tient with colitis is often the person who feels 
that he has given everything and that he has 
received little in return. He is a grasping 
type, an extremely possessive individual, and 
vet he has no compunction about his possessive- 
ness and his grasping. If questioned about 
these tendencies, he may say, ‘‘ Yes, I ask a 
lot, | demand a lot; but after all I have given 
au great deal.”’ It seems to be in the ratio of 
giving and receiving that his major conflict 
develops and expresses itself physiologically 
in colitis. 

The person with peptie ulcer, on the other 
hand, trom the standpoint of psychopathology, 
is apt to be the person who appears to the 
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outside world as being extremely independent ; 
the person who is apt to say, *‘I don’t ask 
for much help, but after all, I don’t need any 
help. I am self-sufficient. I can earry on 
under my own steam.’’ The unconscious need 
is apt to be the exact reverse. Unconsciously, 
the person with the peptic ulcer is frequently 
extremely dependent and it is felt that the 
vastro-intestinal system is under the influence 
of this psyehie dependency need which in- 
fluences gastro-intestinal activity apart from 
normal nutritional needs. 


Further in the outline is the consideration 
of the obsessive personality. In  psyechoana- 
lytical terminology, the obsessive-compulsive 
personality is akin to the anal personality. It 
was Osler who said that if you understand 
syphilis and al! of its ramifications, all other 
things in medicine will come unto us. Cer- 
tainly it is true in psychiatry that if we un- 
derstand the obsessive-compulsive (anal per- 
sonality) other things in psyehiatry will come 
unto us. 

A large percentage of patients with neuroses 
represent the obsessive-compulsive personality. 
To describe this personality, there are many 
adjectives. We can begin by saying that this 
individual is extremely exacting, meticulous, 
fastidious, overly-conscientious and extremely 
punctual. He is usually the person sitting in 
the office waiting for you, for he must always 
be on time. If he is not on time and you 
check his blood pressure, you will find that, 
in addition to having an elevated blood pres- 
sure, he is. just generally upset, tense, and 
anxious because of his tardiness. If the ob- 
sessive-compulsive individual develops a psy- 
chosis, he will almost invariably develop 
schizophrenia. The schizophrenic is very fre- 
quently the patient with a decompensated ob- 
sessive-compulsive neurosis. The anal per- 
sonality can go through life without develop- 
ing a neurosis in the true sense. He ean get 
along reasonably well without becoming in- 
capacitated by the personality traits that I 
have mentioned. If he does develop a neurosis, 
it will be of the type that we considered under 
the heading of compulsive state or obsessive 
state. 

When a few of these facts are available to 
us the understanding of the neuroses and 
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origin of related somatic complaints becomes 
clear. I think all of us will agree that a pa- 
tient should be considered to have an organic 
condition until proven otherwise. But so often 
we spend too much time in trying to arrive 
at our final diagnosis. Our orientation in 
medicine is such that we consider it a diag- 
nostic disgrace to miss an organic diagnosis, 
but vet we can allow a person with psycho- 
neurosis to come in and out of the office for 
months and if the diagnosis is missed we don’t 
particularly feel bad about it. 

We have considered what happens to the 
obsessive-compulsive (anal) personality if he 
becomes psychoneurotic and what type of neu- 
rosis that he will have. Also, it is the obses- 
sive-compulsive personality that usually has 
trouble in the involutional period. The per- 
son who has an involutional depression is fre- 
quently the person who fits Into the obsessive- 
compulsive pattern. An understanding of 
what existed in personality prior to the pre- 
senting symptoms certainly can be very help- 
ful in arriving at the present diagnosis. Most 
cases of depression exist or occur in this type 
personality. Briefly, the dvnamies are related 
to excessive standards; they have expected too 
much of themselves and because they were 
unable to measure up to their own demands 
depression was inevitable. If their demands 
were placed only on themselves perhaps their 
conflict would not be as great; but they are 
apt to impose their extremely rigid standards 
on other people, and, because other people do 
not measure up, they are disappointed in them 
also. Thus we see a person disappointed in 
himself and disappointed in people generally 
so that depression is inevitable. Another point 
about this type personality is that they are 
extremely refractory to the suggestion of 
Psychiatric treatment for several reasons. One 
reason is that they put moral value on their 
behaviour. They say, ‘‘It is right to be this 
way; to be any other way is wrong; — so that 
you are now indicating that because of the 
way that lam, lam sick. Well, I would much 
rather be sick and hold on to these things that 
I consider right.’’ The Obsessive-Compulsive 
is refractory to the suggestion of Psychiatry 
and is also refractory to Psychotherapy gen- 
erally. 
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In regards to the handling of Psychoneurosis 
in general practice, so often doctors do not get 
along well with the person who has a neurosis 
and they do not understand why. They will 
say, ‘‘I don’t know how you deal with those 
people. How do you sit down and listen to 
them?’’ Often, the reason the practitioner 
does not do well with the psychoneurotie is 
because of the doctor’s own hostility toward 
the patient. He is mad. He does not like to 
think of a human being afflicted with these 
difficulties. He may feel that this person is 
weak ; that he has a weak will; that he is spme- 
less and has no character; therefore, he is mad, 
and does not get along well with a person who 
has a neurosis. It is so important in dealing 
with these patients that the doctor understand 
his own feelings in the relationship. Why does 
he feel the way that he does about these pa- 
tients? I doubt very much whether one can 
vet very far in helping these people unless 
one can understand how one’s own conflicts 
and one’s immaturities, can enter into the 
therapeutic situation in such a way that it is 
not going to be to the benefit of the patient. 


It is inadvisable to tell a patient that he has 
a neurosis at the time of the first examination. 
The diagnosis may become apparent during 
the initial interview, but it is not going to 
serve any purpose, except perhaps to set vou 
up in his mind as being a very keen diagnos- 
tician, to tell him that he has a neurosis. You 
might tell him that you are not certain of the 
nature of his difficulties. You should have him 
return and at the second interview, have him 
talk more about himself, about what may be 
disturbing him, more about his relationship 
to his family, to his employer, and you will 
find that after a brief period of time, usually, 
not always, (because some people will never 
arrive at this conclusion) the patient himself 
will arrive at the conclusion that he does have 
a neurosis; not in those terms, but he begins 
to realize that the doctor is indicating to him 
that his symptoms do not have an organic 
basis, and by this time the doctor has estab- 
lished a relationship with the patient that is 
going to be helpful to him. 

Let us consider the advisability of sugges- 
tive therapy. So often we justify some of 
our therapeutic procedures, not only medieal- 
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ly but surgically as well, on the basis of their 
suggestive values. The value of this type 
of treatment is definitely limited. If you feel 
that a person with a neurosis should have some 
kind of medieation, probably a sedative, it is 
wise to say that the medicine will help until 
the cause is relieved. If by giving medicine 
and indicating that it is the answer; if by giv- 
ing an injection and indicating that it is the 
cure, all that one is doing is fixing that per- 
son’s neurosis. And, as has been frequently 
said, the last state of that person is worse than 


the first. 


I have mentioned the necessity of giving the 
patient an opportunity to talk. So frequent- 
ly this is not done. Lack of time is very often 
given as an excuse for the omission. The 
physician is so aceustomed to giving direec- 
tions and advising that he often allows little 
time for listening. Paradoxically enough, the 
person with a neurosis will get more relief 
from what he said to the physician than from 
what the physician said to him. Often follow- 
ing a psychotherapeutic interview during 
which time the psychiatrist may have said 
little, the patient at the next visit will say, ‘‘1 
felt so much better after I left here the other 
day.’’ Why did he feel better? He felt bet- 
ter for two major reasons: 1.) because of the 
relationship that the psychiatrist was able to 
establish and 2.) the therapeutic benefit of 
emotional catharsis associated with verbaliza- 
tion. The psychotherapeutie value of verbali- 
zation in the presence of a kindly and under- 
standing attitude on the part of the physician 
is inestimable. 

Frequently the question arises concerning 
the wisdom of explaining the psycho-pathology 
to the patient. Until he is consciously aware 
of these factors as a result of his own eon- 
clusion arrived at by investigation, he is not 
emotionally prepared to receive this informa- 
tion. Such technique usually creates more re- 
sistance rather than establishing helpful in- 
sight. 

Finally, let us consider the preparation of 
the patient for psychiatric treatment. Not all 
people with neuroses need to consult a psy- 
chiatrist, because many of them can very ef- 
fectively be treated by the physician who hap- 
pens to see them first; but, in the event that 
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it becomes necessary that they see a psychia- 
trist, a certain preparation is necessary. The 
referring physician often says to the psy- 
chiatrist: ‘‘I have so and so who ought to 
come to see you, but I just can’t get him to 
psychiatry.”" Why ean’t he? Usually be- 
cause of the resistance of the doctor. If the 
relationship between the doctor and the pa- 
tient is good, the patient will usually carry 
out the directions of the doctor. But if the 
doctor has reservations, resistances, and hos- 
tilities of his own, the patient is going to sense 
them, even though it isn’t purposely implied, 
even though it isn’t said. Frequently, the 
patient finally arrives at the psychiatrist's of- 
fice under threat. Such things as: ‘‘If vou 
don't get better send you to psyehia- 
trist,”’ or *‘Why don’t you go to a_ psyehia- 
trist? He won't do vou any harm.” If he 
overcomes these obstacles, the patient sees the 
psychiatrist once or twice and nothing at all 
is accomplished. If you do anticipate psyehi- 
atric treatment for a patient, prepare him 
properly and don’t add to his resistance. The 
average person has already existing resistances 
toward seeing a psychiatrist. 

We will have the pleasure of hearing trom 
Father Thomas Reese, who is going to discuss 
the relationship of psychiatry and psyehia- 
trists to religion. The priests in this diocese 
have been extremely interested in learning the 
fundamentals of psychiatry, because we know 
that the person with a neurosis is apt to go 
first to the priest, rabbi or minister and then 
to the doctor, or vice-versa. While religion 
and psychiatry are two distinct fields, the 
liaison of physician and minister can be often 
helpful in guiding the patient toward the goal 
of emotional maturity. 

2031 Locust Street. 

Rev. Tuomas J. Reese*: | appreciate this 
opportunity of being with you and hearing 
Dr. Poinsard’s interesting paper. The doc- 
tor’s comments on anxiety and obsessions 
were enlightening and helpful. As a priest, 
I am frequently called upon to see people suf- 
fering from various kinds of anxiety and 
scruples. An understanding of the underly- 
ing causes of these conditions helps to prevent 
the development of hostility towards people 
suffering from them, and at times enables one 


*Pastor, St. Helena’s R. C. Church. 
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to be of real assistance. Many of Dr. Poin- 
sard’s suggestions on the handling of psycho- 
neurosis in general practice apply with equal 
validity to the handling of psychoneurosis by 
a priest, minister, or rabbi. 

It is significant that a priest should be speak- 
ing at a staff meeting of medical men. It im- 
plies that there is some relationship between 
the subject under consideration — psychiatry 
-——and religion. Of course, psychiatry is a 
specialty in the field of medieine. However, 
it deals with certain aspects of man that give 
it much in common with religion. The phy- 
sicilan usually concentrates on organic dis- 
orders, such as a weak heart or diseased lung, 
and with such things religion has very little 
to do. The psychiatrist, however, is usually 
concerned with functional disorders and per- 
sonal disturbances. This is closer to the field 
of religion, which is interested in morals, i. e.. 
the goodness or badness of human acts. Though 
both are concerned with human behavior, psy- 
chiatry and religion consider it from different 
points of view. 

The average doctor and the average clergy- 
man have much in common in relation to 
psychiatry. Usually we view it with mixed 
feelings. We are outsiders. While we see its 
results and appreciate what it ean do for a 
mentally sick person, we are vaguely suspicious 
of it. We probably feel equally incompetent 
to deal with psychoneuroti¢s ; as Dr. Poinsard 
suggests, we may have hostility towards the 
psychiatrist who does seem to be able to do 
something with them. Some of the suspicions 
of doctors and clergymen is understandable. 

The doctor may be suspicious of psychiatry 
because of its newness. It is a late-comer in 


the medical field. As with every new science, 


its proponents have made mistakes. Further, 
it deals with the patient from a different point 
of view from that familiar to the organically 
orientated physician. It is understandable 
that a doctor might be nettled by his inability 
to help a patient with the usual procedures of 
medication or surgery. On the other hand, 
he is fortunate to be able to refer the psycho- 
neurotic patient to a specialist who can really 
help him. While it is reasonable for a doctor 
to look for and treat organic ills, he should 
be able to make a differential diagnosis within 
a reasonable time so that a patient who needs 
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psychotherapy can get it promptly. He should 
not regard psychiatry as a last resort, a kind 
of general dumping ground for people he has 
Like the clergyman, 
the doctor often meets patients when they 
are first developing neurotic symptoms. If he 
is able to determine when a patient needs 
specialized psychiatric treatment and sends 
him to the psychiatrist with the proper atti- 
tude, he can perform a real service for his 


not been able to help. 


patient. 

Many clergymen have proved to be as sus- 
picious of psychiatry as some members of the 
medical profession. Again, there are some 
reasons for the suspicion. But the fault lies 
on both sides; the suspicion can be allaved, 
and both the psychiatrist and the clergyman 
can profit by mutual help. 

Some of the clergy’s suspicion of psychiatry 
has a historical explanation. Psychiatry, and 
especially psychoanalysis, developed in an at- 
mosphere of materialism and anti-religious 
bias. Some of the pioneers in the field let 
their philosophy color their science and caus- 
ed them to misinterpret the facts they had 
kor example, Freud’s remark that 
religion is a universal obsessional neurosis is 


observed. 


an expression of his personal anti-religious 
bias rather than a conclusion based on his 
scientific observation. It is understandable 
that such a remark would make clergymen 
suspicious of psychiatry and lead them to re- 
ject it wholesale, not separating the wheat from 
the chaff, not distinguishing between the un- 
acceptable philosophy that sometimes intrud- 
ed itself and the facts of observation and 
therapeutic techniques which were true and 
valuable. There would have been better un- 
derstanding had the men of religion looked 
at the facts and ignored the fancies of some 
of the psychiatrists. On the other hand, the 
psychiatrists avould have done a better service 
to their science had they stuck to facts. As 
psychiatry has become more truly scientific, 
it has become increasingly acceptable to re- 
ligion. 

In the past, clergymen were often hostile 
towards psychiatry because they feared the 
psychiatrist might cause spiritual harm to 
their patients. Psychiatrists were concerned 


with relieving patients of anxiety, of resolvy- 
Often the patient was 


ing inner conflicts. 
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said to have a harsh super-ego in consequence 
of strict upbringing and overly great demands. 
It seemed at times that the psychiatrist im at- 
tempting to relieve the patient of his anxiety 
also relieved him of his conscience and destroy- 
ed his sense of right and wrong. Most psy- 
chiatrists today recognize that it is a dis- 
astrous short cut to try to relieve anxiety by 
changing the patient’s standard of values and 
moral code; they realize that a patient has to 
find adjustment within the framework of his 
basic moral and religious convictions 
psychiatry has become more patient-centered 
and less directive it has become less objection- 
able to religion. 

Misunderstanding between psyehiatry and 
religion became less frequent as the function 
defined. 
Clergymen sometimes thought that the psy- 
chiatrists were trying to remake the person- 
ality of the patient and impart to him a new 
philosophy of life, a new set of principles and 


of psychiatry was more clearly 


convictions. Some psychiatrists may have 
done this, but they were not good psychiatrists, 
and the clergymen had every right to protest. 
Fortunately, it has become increasingly clear 
that psyvchiatry’s chief concern is with the 
unconscious or the subconscious, with behav- 
ior patterns and motivation often carried over 
from childhood and influencing an individual 
without his being aware of it. The psyvehi- 
atrist is concerned primarily with unconscious 
forces in man. The clergyman, on the other 
hand, is concerned with what is conscious in 
man, what man recognizes himself to be re- 
sponsible for. 

As an illustration, contrast psychotherapy, 
especially psychoanalysis, with Catholie con- 
fession. In confession, a person being con- 
scious of having committed a sin, a wrong act 
for which he accepts responsibility, confesses 
his sin to the priest for the purpose of having 
it forgiven. He knows he is guilty: be feels 
guilty. Once he has received absolution, the 
feeling of guilt should leave, because the sin 
which occasioned the feeling of guilt is gone. 
Qn the other hand, in psychotherapy one is 
usually dealing with a person who feels guilty 
and anxious, but who is not consciously aware 
of the source of the guilt. In the therapeutic 
process, the patient gradually reveals the un- 
conscious source of the guilt. The therapist 


: 
. 
a 
< 
ag 
4 
¢ 
4 
4 
te 


122 DELAWARE STATE MepicaL JOURNAL 


cannot absolve him, as does the priest In con- 
fession, but he can help while the patient 
learns to differentiate fantasy from reality 
and obtains relief from feeling guilty about 
things of which he is not guilty at all and 
continues to feel guilty about the things of 
which he should feel guilty. The priest and 
the psychiatrist obviously have different fune- 
tions; and it is important that each recognize 
the area in which he is competent. The priest 
frequently wastes his time in trying, by spir- 
itual means, to relieve anxiety that has no 
conscious source. The psychiatrist is doing 
his patient a disservice if he tries to remove a 
sense of guilt by denial of sin. 

Obviously, the priest and psychiatrist should 
work closely together. The priest should have 
sufficient psychiatric orientation to recognize 
a neurotic or psyehotie individual and know 
when he probably needs psychotherapy. He 
can waste valuable time and do irreparable 
harm by trying to do what only the trained 
psychiatrist can do. Conversely, the psychi- 
atrist should recognize when a patient needs 
spiritual guidance and direction, or a sincere 
confession, and send him to the priest. 

More’ psychiatric knowledge would be 
helpful in clerical as well as general medical 
circles. It would assist the clergy in dealing 
more effectively with people, understanding 
them better, allaving hostility towards them, 
referring them for psychotherapy when need- 
ed, and preparing them properly to accept 
psvehiatrie help. Clergyman and psychiatrist 
can cooperate in helping disturbed people 
achieve emotional maturity. 

610 Philadelphia Pike. 


THE POST-PRANDIAL BLOOD SUGAR 
A Probable Normal 


JosePH L. ACKERMAN, M. D.* 
and 
Epwarp M. Bouan, M. D.,** 
Wilmington, Del. 

In discussing the culture of the middle ages 
Hayes and Moon! noticed that there was a 
tendency for medieval scholars to derive their 
notions of science not from personal observa- 
tion and experiment but from books. While 
this tendency is not so prevalent today, it still 


*E. I. du Pont de Nemours Company, Medical Division, 
Wilmington. 
**St. Francis Hospital, Department of Metabolism. 
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exists. We have been taught as medical stu- 
dents that the normal fasting blood sugar is 
80 to 120 mg. and that there is a rise after a 
meal to a height quoted by various teachers 
and writers as 140 to 180 mg. We, as students, 
and later practicing physicians, have been in- 
clined to accept this as truth because we have 
been taught that it was so. In the proceed- 
ings of the American Diabetic Association? in 
1948, it was resolved that ‘‘upon recommenda- 
tion of an advisory committee of physicians, 
a consistent one hour post prandial venous 
blood sugar of 170 mg. per cent or above plus 
glycosuria were considered to be indicative of 
diabetes.”” In the same proceedings Blot- 
ner cites three cases in which the blood sugar 
was 120 me. or below fasting and the two 
hour glucose tolerance curve showed values 
of over 200 mg. with glycosuria, except in one 
cease In which the blood sugar was 220 mg. one 
and one half hours after glucose and the 
urine still negative for sugar. However, in 
this case the urine became 3+ at the one hour 
level. He coneludes ‘‘if one blood sugar 
analysis is to be made, I think it is best to 
determine it in one half or one hour after a 
high carbohydrate meal.’’ The most interest- 
ing observation here is the finding of the nega- 
tive urine with a blood sugar of 220 mg. This 
has been noticed in other cases at the diabetic 
clinie at St. Franeis Hospital, and this finding 
has also been emphasized by Sindoni* at the 
Philadelphia General Hospital, who thinks 
there is undoubtedly a variation in the renal 
threshold in many cases of diabetes. 

John’ says that in the normal person follow- 
ing each meal there is a rise in the blood sugar 
level. ‘‘This rise is not very high and does 
not last long, from one to two hours at most, 
usually one and one-quarter to one and one- 
half hours. Thus we speak of a normal, physi- 
ologic, post prandial hyperglycemia.’’ He 
thinks that during twenty-five per cent of the 
twenty four hours we can consider an allow- 
able period of hyperglycemia in the average 
person. But an elevation to 126 or 136 mg. 
is not considered normal by him at this two 
and one-half hour period post prandially, and 
a glucose tolerance test is justified. While 
the statement of John is more in accordance 
with modern thinking, he does state that a 
normal hyperglycemia occurs at the one and 
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one-half hour period after meals. Other writ- 
ers such as Kolmer® and Yater’ in separate 
communications consider hyperglycemia to oc- 
cur normally after a meal. Kolmer in 1943 
says that hyperglycemia oecurs normally after 
a meal, especially after the ingestion of carbo- 
hydrates and he believes that blood sugar 
determinations should be made after a period 
of at least five hours of fasting, or preferably 
in the morning before breakfast. 

In Yater’s opinion in 1938 the level of the 
glucose in the blood rises after one-half hour 
to 150-160 mg. percent, but falls to its orig- 
inal, or even a lower level, within two to three 
hours after the meal. 

Another statement by Dunean* in 1942 fur- 
ther confuses the issue. He says in his ex- 
cellent book on Diseases of Metabolism that 
the value obtained on a specimen of blood 
taken two hours after a meal should not ex- 
ceed 160 mg. per 100 ee, and if it does exceed 
160 mg., it is good evidence that there is im- 
pairment of the carbohydrate tolerance, espe- 
cially if there has been no previous restriction 
in diet, and the patient has had a meal con- 
taining 100 gm. of carbohydrate previous to 
this test. 

It is realized that the quotations from these 
writers is rather old, and that their opinions 
may have changed since then, but they are 
only given to show the trend of thinking until 
the present day, and cast no personal reflee- 
tion on the high character of these references. 


Joslin, Root, White and Marble* in 1944 re- 
garded a blood venous sugar of 0.17% follow- 
ing a meal as indicative of diabetes. There is 
a tendency today to regard a normal sugar 
three hours after a meal containing at least 100 
em. of carbohydrate as exeluding diabetes mel- 
litus. Many writers, including Harrison,"” 
emphasize this fact. 

Two methods of venous blood sugar are 
employed today. Some clinics have replaced 
the Folin-Wu method with the Somogyi meth- 
od which eliminates reducing non glucose sub- 
stances in the blood and gives the ‘‘true glu- 
eose value.”’ In the ‘‘Diabetie Guide Book 
for the Physician,’’ published in 1950, by the 
American Diabetes Association, the following 
definitions of diabetic diagnosis are establish- 


ed: 
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Folin-Wu Method—Over 130 fasting 
Over 200 after eating 

Somogyvi-Method —Over 110 fasting 
Over 150 after eating. 

However, it is stated that blood sugar values 
below the above levels do not exclude diabetes. 
A diabetic may have normal blood sugar both 
before and after eating if diet has been re- 
stricted or insulin has been taken before the 
test. On the other hand, a non-diabetic per: 
son who has been starved may have temporary 
hyperglycemia and glycosuria when first fed. 
This emphasizes the fact that before a glucose 
tolerance or meal tolerance test, the diet should 
not be restricted for three days previous to 
the test, the carbohydrate being at least 300 
gm. per diem, and that if the meal tolerance 
test is performed it should contain at least 
100 gm. of carbohydrate. 

Orent-Keiles and Hallman!” gave volunteers 
eight different food combinations ranging from 
a cup of coffee to a breakfast contaiming 758 
calories. They estimated the blood sugars 
post-cibally from one half to three hours at 
one-half hour intervals. The Folin miero- 
method was used, and the time was estimated 
from the time eating started. A standardiza- 
tion period of three weeks was insisted upon 
during which all the subjects ate the same 
During this period the subjects be- 
came accustomed to the various procedures 
employed in the study. 

Fifty-six blood sugars were taken after the 
various breakfasts. The maximum two hour 
rise in the whole series was up 23 mg. from a 
79 mg. fasting 102 mg.). The maximum 
height at the two hour post-prandial level was 
over 120 mg. on only one oceasion when it rose 
to 127 from a fasting of 111. The average 
rise in the fifty-six sugars at two hours after 
breakfast was 8 mg. above the fasting level. 

Probably the pioneer work on fasting sugar 
versus post-prandial sugar was done by Sin- 
doni™, Asserting the fact that the glucose 
tolerance test was an artificial strain on the 
carbohydrate regulating mechanism, he gave 
twenty normal people, from six to sixty-one 
vears of age, a breakfast consisting of 32 gm. 
protein, 64 gm. of fat and 95.6 em. of carbo- 
hydrate. There was no rise over the fasting 
blood sugar in two hours, most being slightly 
lower, the average decrease being 4.8 mg. un- 
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der the fasting. Approximately the same 
level was obtained at three and four hours 
post-prandially. Only at the one-half hour 
level was there a rise of an average of 0.8 mg. 
Two Hour Post-Pranpiat. BLoop SuGar 
LEVELS 

In recent years the  post-prandial blood 
sugar has been steadily aequiring popularity. 
Some physicians are utilizing it almost in en- 
tirety and others are employing it m conjune- 
tion with the fasting method. Since contro- 
versy exists pertaining to the average range of 
normal, the authors undertook to examine the 
results of the post-prandial blood sugar de- 
terminations on file in the Medical Division of 
the E. I. duPont deNemours Company, Wil- 
mington to ascertain information on ‘‘the 
probable normal.”’ 

The records of the Medical Division econ- 
tained 255 reports between the years 1935 and 
1950. These tests were done mainly for diag- 
nostic purposes on apparently normal sub- 
jects undergoing annual physical examina- 
tions. Physical findings and routine labora- 
tory studies were recorded on each employee. 

The Folin-Wu intravenous blood sugar de- 
termination was performed on each individual 
two hours following a breakfast containing 
about 100 grams of carbohydrate derived from 
fruit juice, cereal, egg, bacon, toast, coffee, 
eream and sugar. 

Ages in the group ranged from 18 to 65. 
The majority of the patients were in the mid- 
dle age groups. All workers were employed 
in sedentary positions. The group was com- 
prised of 183 males and 72 females. 

Group I (ages 18 to 20) was represented 
by just two individuals of the male sex with 
an average probable normal of 98 mg. Group 
II (ages 21 to 30) consisted of 14 males and 
13 females totaling 27 persons with an aver- 
age probable normal of 96 mg. The lowest 
blood sugar was 69 mg. and the highest was 
126 mg. In Group III] (ages 31 to 40) there 
were 43 employees. Of these, 33 were male 
and 10 female. The average probable normal 
in this group was 114.6 mg. The lowest re- 
corded value was 76 mg. and the highest was 
200 mg. Group IV (ages 41 to 50) was by 
far the largest one. It was composed of 106 
individuals. It consisted of 63 males and 43 
females. The average probable normal was 
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108.6 mg. The low value was 69 mg. and the 
highest was 243 mg. Group V (ages 51 to 60) 
consisted of 60 males and 6 females totaling 
66 persons. The average probable normal 
was 114.4 mg. The low determination was 
76 mg. and the highest was 260 mg. Group 
VI (ages 61-65) consisted of 11 males. The 
average probable normal was 98.5 mg. The 
lowest recorded value was 67 mg. and the 
highest was 147 mg. 

The average probable normal post-prandial 
blood sugar for the entire 255 persons was 
104.8 mg. 

Table I shows the results on ten suspected 
diabetic cases. 


TaBLe I 
2 
S : COMMENT 

<5 = 

41 F | 68" | 147! 85 Carbuncles three times in past 
ee | year. Paternal grandmother is 

diabetic. 

42 M$ 71" 162 71 Glycosuria two years ago. 

37 M70" | 139 104 Carbuncle on back of neck. 

28 F 65" 126 107 Carbuncle on left buttock. 

F 63" | 147 107 Mother has diabetes. 

63" | 112 | 86 Father has diabetes. 

24 F | 65” 108 91 Fatigue. 

48 F 64” 132 82 Mother has diabetes. Itching 

of hands. 

63 F 63" | 182. 207 Obesity. Faint trace of sugar 
| | in urine. (Fasting Blood sugar 
—186). 

60 M 71" 211 89 One recent urine showed one 


DiscussiIoN 

A review of the literature on post-prandial 
blood sugar values seems to indicate a great 
deal of uncertainty as to the normal post- 
prandial values. Many writers and medieal 
teachers still place the post-prandial value 
above normal fasting levels. This has been 
emphasized by the questioning of interns and 
residents, especially at the Philadelphia Gen- 
eral Hospital, by Sindoni, Gerber and Bove". 
The answers given by them are invariably 
higher than the fasting level, which must be 
the result of their teaching. Assuming that 
the post-prandial blood sugar is not above the 
normal at any time, it would seem that any 
post-prandial level above the normal fasting 
level justifies a glucose tolerance test. How- 
ever, the post-prandial sugar may be used in 
many cases without employing the glucose tol- 
erance test, especially where symptoms and 
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signs are suggestive of diabetes. Laboratory 
error excepted, a rise over 120 mg. per 100 
ce. post-prandially demands further investi- 
gation. 

CONCLUSIONS 

1. An analysis of the post-prandial blood 
sugar at the two hour level on 245 apparently 
normal! persons and 10 suspected diabeties was 
performed at the E. I. duPont deNemours 
Company at Wilmington. 

The average probable normal was estimated 
to be 104.8 mg. per 100 ec. by the Folin-Wu 
method. Sugars were performed intravenous- 
ly after a liberal breakfast containing 100 
gm. of carbohydrate. 

2. From a review of the literature on the 
subject, and this study, it is concluded that 
the normal post-prandial sugar at the two hour 
level is not above the normal accepted range 
of tasting (80-120 mg. per 100 e¢e.). 

3. The post-prandial sugar may theretore 
be used at this level for diagnostic distinction 
between diabetics and non-diabeties. This has 
already been adopted by many elinies, includ- 
ing the clinie at St. Francis Hospital. Sin- 
doni® also uses the post-prandial two hour 
level in treatment, estimating the normal for 
an adult diabetic taking insulin and free of 
diabetic symptoms as being between 170-220 
mg. per 100 ce. 

4. The post-prandial sugar is of especially 
good diagnostic value in routine practice be- 
cause many diabetics run a normal fasting 
sugar. 
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MESENTERIC VASCULAR OCCLUSION® 


CHARLES J. DouGuerty, M. D.** 
Wilmington, Del. 


Mesenteric vascular occlusion as a clinical 
entity has received more consideration in the 
literature during the past several vears than 
formerly. Much of the written material prior 
to twenty years ago dealt with postmortem 
findings, although cases of suecessful opera- 
tion had been reported from time to time. In 
1938, Whittaker and Pemberton reviewed their 
cases over a ten year period and found this 
condition to carry a grave prognosis. The 
operative mortality for this series was approxi- 
mately 85%, and the non-operative 100%. 
This and similar reports have caused phy- 
sicians and surgeons alike to give little thought 
to a successful termination of this abdominal 
catastrophe. Several reports have appeared 
recently wherein prompt operation with re- 
section of the involved bowel has been follow- 
ed by recovery. Indeed, Christensen, Mus- 
grove and Wollaeger recently reported the 
case of a 64 vear old man in which ocelusion 
of the superior mesenterie¢ artery had produced 
gangrene of most of the small bowel and the 
proximal half of the large bowel. Recovery 
followed extensive resection and anastomosis 
of the remaining two and a half feet of the 
jejunum to the left transverse colon. They 
conducted extensive postoperative studies and 
found no serious disturbances of nutrition. 
Fecal fat and nitrogen loss was found to be 
20% of that ingested and indicated surpris- 
ingly- little reduction of small bowel function, 
considering 60 to 70 per cent of the small 
bowel had been removed. This is evidence 
of the great reserve power of the small in- 
testine or a great ability to compensate for 
the loss of the bowel resected. All of the 
occlusions of the mesenteric vessels are not as 
massive as this however, and the surgeon will 
not know in many cases what he is dealing 


*Read before Staff Meeting, St. Francis Hospital, April 
24, 1951. 
**Associate in Surgery, St. Francis Hospital. 
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with until the abdomen is opened as an emer- 
gency procedure. 

The occlusive process may involve an artery, 
a vein or both. The venous occlusion has been 


found to account for nearly half of the cases, 


the arterial about a third, and combined ar- 
terial and venous the remainder. If arterial, 
the superior mesenteric artery, less frequent- 
ly the inferior mesenteric, or both are involv- 
ed, and at times the occlusion can be confined 
to the smaller branches. The causes of arterial 
occlusion arise from embolism or thrombosis. 
The emboli usually originate from an auricular 
fibrillation or mural thrombus. The thrombi 
occur in association with such arterial dis- 
eases as thromboangitis obliterans, arterios- 
clerotic obliterans, periarteritis nodosa, and 
at the site of operative trauma. The venous 
occlusion can occur in the portal vein, the 
main trunks of the superior and_— inferior 
mesenteric veins or their branches, and of 
course, Is always a thrombus. The causes of 
this tvpe include a phlebitis following an intra- 
abdominal suppurative process such as a per- 
forated appendicitis, stasis from a portal hy- 
pertension, various blood dyserasias, splenic 
anemia, polyeythemia vera, and pressure from 
various tumors, adhesions or congenital bands. 


Trauma, particularly at the time of ab- 
dominal surgery not infrequently has been 
cited as a cause. Thrombosis of artery or vein 
follows surgery more frequently in patients 
predisposed to thrombus formation such as 
splenic anemia and arteriosclerosis. Some 
cases, such as those suffering from severe ar- 
teriosclerosis or advanced liver disease, are 
moribund at the time occlusion takes place. 
Occlusion of the inferior mesenteric artery 
rarely causes much devitalization of the left 
side of the colon because of the close collateral 
connection with the middle colic and hemor- 
rhoidal arteries. It is possible to have some 
collateral cireulation established in occlusions 
of the superior mesenteric artery also, inas- 
much as this artery has some connections with 
the inferior mesenteric and gastric arteries. 
One case has been observed at autopsy in 
which the superior mesenterie artery was com- 
pletely occluded with an organized clot, but 
the small bowel was normal and the collateral 
circulation traced to the above connections. 
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The amount of bowel involved may vary 
from a few inches of small bowel to the entire 
small bowel and the right half of the colon. 
As a rule the occlusion, whether arterial or 
venous, results in a hemorrhagic infarct, al- 
though some areas of ischemic infarction may 
be seen following the arterial ocelusion. CGan- 
grene, of course, closely follows. The onset 
of gangrene also depends on other factors. 
If the blood volume is lowered rapidly by a 
massive occlusion, gangrene will not have time 
to occur before death. When a shorter seg- 
ment is involved, gangrene is more apt to be 
found and the wall of the bowel in this situa- 
tion is excellent ground for bacterial invasion. 
Death here oceurs from perforation and peri- 
tonitis, as well as toxemia. 


The majority of the cases of this disease 
occur in men, as seen in Musgrove and Sey- 
bold’s series, where 9 out of 13 were of the 
male sex. It may occur from childhood to old 
age, the most common age period being be- 
tween 90 and 70 vears, the time when degen- 
erative diseases are apt to be present. From 
1938 to 1948, 24 cases of proved mesenteric 
vascular occlusion were seen at the Mayo 
Clinic. Thirteen of these underwent opera- 
tion, an operability rate of 54.1%. Of the 13 
operated, 10 survived, a surgical mortality 
rate of 23°,. Of the 11 patients not operated, 
100% died. The overall mortality of these 
24 cases was 68.9%. The operability, how- 
ever, has increased since 1938 when it was 
reported from the same institution to be 31.6%. 
The reason for this Increase In the number 
of patients operated for this disease is im- 
provement in preoperative supportive therapy. 
In 1942, Lautman, Scheinberg and Shayel in 
an analysis of 44 cases over a ten year period, 
found this disease to comprise 0.105% of the 
41,000 surgical admissions to the Michael 
Reese Hospital. In 68°) of these, the condi- 
tion was unsuspected until operation or autop- 
sy. The preoperative diagnoses most com- 
monly made were ruptured peptic ulcer, 
cholelithiasis, ruptured appendicitis, uretero- 
lithiasis, and intestinal obstruction. 

The symptoms vary considerably, depend- 
ing on the amount of bowel undergoing in- 
farction, the site of the occlusion, and to a 
lesser extent whether arterial or venous. There 
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are no distinct or pathognomonic symptoms or 
signs by which one may decide that the case 
at hand is an arterial or a venous process or 
that he is dealing with a mesenteric vascular 
occlusion at all. The most common and ¢on- 
stant symptom is pain. This is a more or less 
generalized type, and is severe out of propor- 
tion to the abdominal physical findings. Defi- 
nite localized tenderness may not be present 
over the area of the abdomen where the patient 
complains of pain. The next most common 
symptom is vomiting, but this is usually not 
severe, and fecal vomiting as seen in a me- 
chanical obstruction usually occurs in the 
terminal stages. 

Abdominal rigidity, as well as localized 
tenderness, will be present when the infarcted 
or gangrenous bowel produces irritation of 
the parietal peritoneum. This, however, is 
often not as marked as that seen associated 
with a purely inflammatory lesion of the ab- 
domen. Diarrhea will sometimes occur, but 
constipation is seen more frequently. Bloody 
stools are present in about one quarter of the 
patients, usually late in the course of the dis- 
ease, and are of some diagnostic significance. 
The temperature is usually found to be sub- 
normal but late in the disease it may rise to 
101-106 degrees, due to dehydration, peri- 
tonitis and toxemia. The pulse is usually 
rapid varying from 100 to 180 per minute, 
and may be weak in volume. The blood pres- 
sure is often found to be somewhat low, but 
usually it does not reach shock levels until 
late in the process unless the occlusion is mas- 
sive. In the cases of Laufman et al., shock 
was present in 45.4% of the patients when 
admitted to the hospital. The presence of 
distention is seen late as a rule, and is more 
common in the venous type. The leucocyte 
count is elevated higher than is usually en- 
countered in abdominal emergencies, varying 
from an average of 20,000 in the venous oe- 
clusion to an average of 27,000 in the arterial 
type, with a neutrophil response of over 80%. 

Harrington has found that a plain x-ray of 
the abdomen may show the bowel distended 
down to the region of the splenic flexure, simu- 
lating a mechanical obstruction, and corre- 
sponding to the limit of distribution of the 
superior mesenteric vessels and their anasto- 
moses. He then injects a small amount of 
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barium into the bowel to prove that this is not 
a mechanical obstruction. The entire picture 
in some cases may resemble a true mechanical 
obstruction, but the pain overshadows vomit- 
ing, a reversal of the usual picture. Attempts 
have been made to differentiate an arterial 
from a venous occlusion clinically, but prob- 
ably the most important difference will result 
from the fact that the changes in the bowel 
progress more slowly in the venous ocelusions 
and the episode will appear to be less dra- 
matie. The disease symptoms were found to 
be present from 18 hours to 3 days before ad- 
mission to the hospital in Whittaker and Pem- 
berton’s series. Cases have been known, how- 
ever, to have vague symptoms for as long as 
two weeks before the diagnosis was made at 
operation or autopsy. 

The present case is another instance 
which a mesenteric occlusive process produced 
gangrene of the bowel, with a suecessful 
termination of the case resulting after resec- 
tion of the involved parts. In most series the 
diagnosis is rarely made preoperatively, and a 
mesenteric vascular occlusion is considered a 
possibility in only about 25% of the cases. 
In the present case the preoperative diagnosis 
was that of acute abdomen, probably a_ per- 
forated appendicitis with a localized peri- 
tonitis. 


Case Report 

History. The patient is a 30-year-old negro 
who was admitted to St. Francis Hospital on 
July 17, 1949. His chief complaint was pain 
in the lower right abdomen of 24 hours dura- 
tion. For the three days prior to this the pain 
had been diffuse, noticed mostly around the 
umbilicus. It was at first of moderate severity 
and was accompanied by anorexia and nausea. 
A tew episodes of vomiting occurred during 
the two days before admission. The pain did 
not seem severe enough at first to seek the ad- 
vice of a physician, but in the 24 hours prior 
to admission, it had shifted to the right lower 
quadrant and was a constant steady type 
causing discomfort on movement in bed. The 
bowels were constipated since the onset, and 
there was no symptomatology referrable to 
the urinary tract. The review of the systems 
was negative except for the above symptoms. 
The past history revealed that the patient had 
been in excellent health during most of his life 
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time. He stated he had suffered from the 
common childhood diseases but had no seque- 
lae. In 1944, he was hospitalized in an Army 
General Hospital for several months with the 
diagnosis of hepatitis, but recovery was said 
to have been uneventful. The patient did not 
know whether or not he had been jaundiced. 
No further history of illnesses, operations or 
injuries was elicited. 

Examination. The patient was a young, 
rather slim male adult. He appeared to be in 
a good state of nutrition and was lying in 
bed in some degree of pain. The temperature 
was 98.4 degrees, Pulse 120, respirations 22 
and blood pressure 100/60. No pathology was 
revealed in the head, eyes, ears, nose and 
throat. The heart and lungs were normal to 
auscultation and percussion. The abdomen 
appeared slightly distended and on palpation 
severe tenderness was present in the right low- 
er quadrant and less marked on the left side 
of the lower abdomen. Rebound tenderness 
was elicited. A moderate amount of rigidity 
was present in the right rectus muscle. Peris- 
talsis was present but diminished over the low- 
er abdomen. Rectal examination — revealed 
some mild tenderness on the right on high 
palpation. The extremeties were normal as 
were the tendon reflexes. 

Laboratory Findings. Hemoglobin &5%, 
Red blood cells 4.0 million, white blood cells 
20,500, Neutrophils 85%, Lymphocytes 15%. 
The number of segmenters and non-segmenters 
was not reported. Urine—specifie gravity 
1.021, albumin 3 plus, sugar negative, and 


the microscopic revealed red blood cells, gran- 
ular casts and white blood cells. No other 
laboratory studies were considered necessary 


at the time, and the patient was prepared for 
laparotomy with the tentative diagnosis of 
perforated appendicitis with localized peri- 
tonitis. 

The patient was given mor- 
phine sulphate gr. 1/6, atropine gr. 1/150 and 
the anesthetist administered a spinal anesthetic 
of 14 mgm. of pontocaine. An intravenous 
infusion of 5% glucose in normal saline was 
started, but while the abdomen was _ being 
prepared the patient ceased breathing and 
the pulse became imperceptible. The anes- 
thetist used suction in the pharynx and by 
forced respiration revived the patient after 


Operation. 
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several minutes. An intratracheal tube was 
inserted and it was decided to proceed with 
the operation under cyclopropane. 

A right lower rectus incision was made, and 
on opening the peritoneum black bowel pre- 
sented itself. A small amount of brown fluid 
was present in the peritoneal cavity, which 
was mopped up with a sponge. On explora- 
tion, it was determined that the pathology in- 
volved the terminal 6-7 em. of the ileum and 
part of the cecum in a gangrenous process, 
with dark spotted areas on the proximal 
ascending colon. The mesentery of the ileum 
cephalad to the area of frank gangrene re- 
vealed several black areas each the size of a 
half-dollar for approximately 18 inches above 
the ileocecal valve. Because of these areas in 
the mesentery it was decided to remove this 
part of the bowel even though there was no 
frank area of infarction as in the terminal 
ileum and cecum. Therefore the ileum was 
divided at this point and the terminal part of 
the ileum just described was resected. The 
peritoneum in the lateral gutter was incised 
and the cecum mobilized with some little dif- 
ficulty because of the slippery serosal surface 
which readily peeled off on handling. The 
ileocecal artery and some branches of the right 
colic were ligated and the ascending colon 
divided where the bowel appeared normal. 
The patient’s pulse then was reported by the 
anesthetist to be 140, and as long as the offend- 
ing pathology had been removed it was decided 
to terminate the operation. Accordingly, the 
ileum and ascending colon were brought out 
of the incision in the manner of a Mickulitz 
procedure and a temporary ileostomy estab- 
lished. A stomach tube was inserted and the 
patient placed under oxygen, with the admin- 
istration intravenously of emergency blood 
and additional 5% glucose in normal saline. 

The patient reacted fairly well in the im- 
mediate postoperative period, the blood pres- 
sure being maintained at 120/60, but the pulse 
‘ate remained between 125 and 130 per minute 
until the next day, when it returned to 100. 
The patient was given 900,000 units penicillin 
and 2 gm. streptomycin parenterally daily. 
The temperature rose to 102° rectally 
on the second and _ third postoperative 
days, then dropped to 100 © rectally, 
and remained there for several days. 
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The Payr clamp on the ileum was removed on 
the third postoperative day and brown liquid 
teces was soon expelled and continued to do 
so. The clamp on the colon tell off on the 
fifth day and this part of the bowel seemed 
well anchored in the wound. Intravenous 
heparin in the dose of 50 mg. every 4 hours 
was started on the third postoperative day 
and continued for several days. Adequate 
fluid in the form of intravenous glucose, amino 
acids and saline was given to insure a urinary 
output of 1000 ce. daily, as well as compensate 
for the loss of fluid and chloride from the 
gastric suction and the ileostomy drainage. 
Supplementary vitamins were also added to 
the infusions, and on the fifth day the stomach 
tube was removed. No distention was noted 
during the post operative period. The patient 
was able to tolerate a non-residue diet and was 
carried on this, fortified with extra vitamins. 
The postoperative chemistries done on the 
third day showed the blood urea nitrogen to 
be 30 mg., the carbon dioxide combining pow- 
er 51 volumes per cent, the plasma proteins 
7.52 gm. and the blood chlorides 500 mgm. 
(normal 450-500 mgm.). The hemoglobin was 
found to be 34%, and several blood trans- 
fusions were given to correct this. 

Pathology Report. Gross. Forty-four em. 
of terminal ileum, the appendix, and cecum. 
The mesentery of the ileum is blood red in 
color. The intestine shows little discoloration 
except at the ileo-cecal region where it is dark 
red. Tearing away the tissue of the mesen- 
tery indicates hemorrhage into the fat and 
connective tissue but no definitely thrombosed 
vessel is found. 

Microscopic. The mesentery is diffusely in- 
filtrated with blood and the blood within the 
larger vessels is clotted in layers as would be 
found in thrombosis although no adherent 
thrombus is included in the sections studied. 

Diagnosis. Consistent with mesenteric 
thrombosis. 

The patient took his diet quite well which 
was fortified with extra chloride and vitamins 
and was out of bed with a bag for his ileostomy. 
On the seventeenth postoperative day he de- 
veloped a temperature of 103° with a feeble 
rapid pulse and low urinary output. It was 
decided the extra salt in his diet was inade- 
quate and the syndrome was due to the fact 
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that he was losing larger amounts of sodium 
chloride, bicarbonates, and fluid from the 
ileostomy than were being replaced by mouth. 
Immediate blood chemistries were obtained 
which revealed the blood urea nitrogen to be 
65 mg., the carbon dioxide combining power 
39 volumes per cent, and the blood chloride 
400 mg. The patient then received parenteral 
sodium chloride, glucose and protein with 10 
gm. of sodium chloride by mouth, exclusive of 
the sodium chloride in his diet. In a few 
days his carbon dioxide combining power, 
chlorides and urea returned to normal and 
he was maintained on this regime for the next 
month. 

When it was decided the patient was ready 
for another operative procedure, he was given 
the bowel preparation with sulfasuxidine by 
mouth as had been recommended by Poth. At 
this operation the portion of the ileum and 
colon that was above the skin level was am- 
putated and an extraperitoneal ileo-colie end- 
to-end anastomosis was done. The patient had 
a normal convalescence from this operation and 
was passing gas by rectum on the second post- 
operative day. On the fourth day he had a 
liquid brown stool, and continued to have one 
or two formed stools thereafter. He was dis- 
charged to his home at about his normal weight 
and state of nutrition. It was possible to 
follow him for six months after discharge from 
the hospital and he was then in a good state 
of health without any more such episodes. 

COMMENT 

This patient presented a symptomatology 
that resembled in most respects what is often 
seen in acute appendicitis. His pain, although 
severe on admission, was mild at the onset. 
The process was a progressive one ending with 
parietal peritoneal irritation and did not pre- 
sent the picture of sudden severe abdominal 
pain with shock and collapse as one would see 
in a complete occlusion of a large mesenteric 
vessel with extensive devitalization of bowel. 
The pain at first was a referred type being 
diffuse throughout the abdomen. Nausea was 
present but vomiting was not severe and the 
patient himself, although confined to bed, did 
not feel the need for a physician until the 
day of admission when the abdominal pain 
became more severe. The laboratory studies 
showed a severe infectious process as evidenc- 
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ed by the high white count, and the urinary 
findings may be interpreted as the reaction 
of the kidneys to the toxemia. Serum amylase 
studies were not done prior to the emergency 
laparotomy because the site of the tenderness 
and rigidity did not seem to indicate an acute 
pancreatitis. Mesenteric occlusion along with 
a volvulus of the cecum or small bowel could 
have been considered preoperatively as possi- 
bilities, as well as a perforated Meckel’s di- 
verticulum, but one is more prone to think 
of the simpler and more common diseases when 
confronted with an acute abdomen. The pa- 
tient was younger than cases of this disease 
are likely to occur, but as has been previously 
stated, it can occur at any age. 

The reaction of the patient on the table in- 
dicates that the general physical condition of 
these patients is not good, and the longer the 
process is allowed to go on the worse the prog- 
nosis. I have no doubt that the total blood 
volume of this patient was reduced preopera- 
tively, but in the absence of clinical dehydra- 
tion and in the presence of intraperitoneal 
disease as evidenced by physical examination 
and laboratory findings, operation could not 
be postponed for 24 hours or so to replenish 
fluid which this patient needed. Therefore it 
was decided to start fluid replacement at the 
operating table and proceed with the opera- 
tion. I have no doubt that this factor plus 
the general toxicity of the oeclusive process 
which notoriously lowers the patient’s resist- 
ance to any procedure, was responsible for the 
near fatal reaction of the patient to spinal 
anesthesia. The ileoestomy, of course, was 
established because of the poor condition of 
the patient on the table, and time taken to do 
an anastomosis after resection might well have 
resulted in a fatality instead of ending the 
operation with a living patient. 

The reaction of the pabtient to his ileostomy 
presented some interesting observations. Often 
patients in poor general condition such as this 
man, or those suffering from a debilitating 
disease such as chronic ulcerative colitis where 
ileostomy must be established, have a stormy 
time following this procedure. Indeed, the 
mortality rate in some elinies for ileostomy 
in the presence of chronic ulcerative colitis 
has been 15 to 20%. This is a situation where 
proper adjustment of the blood chemistry is 
the prime factor for survival of the patient. 
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It is difficult to estimate how much fluid is 
lost from an ileostomy, inasmuch as one of the 
main functions of the large bowel is to extract 
fluid and render the feces in a solid form. 
When the fecal content is evacuated before 
reaching the large bowel the intestinal con- 
tents are lost in an almost continuous rate and 
do so. whenever a peristaltic wave passes 
through to the ileum. Interestingly, after 
about a month this patient had semiformed 
stools, which shows that the ileum can develop 
in time some of the functions normally ear- 
ried out by the colon. Then, besides the fluid 
loss, chlorides and bicarbonates are lost in 
fairly large amounts. 

In this case, progress was satisfactory in 
the first two weeks after operation. There 
were very hot summer days at that time, how- 
ever, and with the additional loss of chlorides 
in exeessive amounts through perspiration, 
this patient developed a hypochloremie and 
acidotic state with a resulting uremia and 
oliguria. This was easily diagnosed clinically 
and proven by the blood urea nitrogen 65 m¢., 
carbon dioxide combining power 39 volumes 
percent and blood chlorides 400 mgm. The 
treatment here is to restore fluids, supply ade- 
quate chlorides in the form of sodium chloride 
as well as glucose. Serum potassium studies 
were not done inasmuch as this deficiency was 
only being spoken of experimentally at that 
time. Probably a hypokaliemia would have 
been found if such studies were done, but suf- 
fice it to say, the patient responded rapidly 
without additional potassium except that ob- 
tained in the diet. 

Giangrenous bowel, although in this case not 
uS extensive as that reported by Christensen 
et al., is Incompatible with life, and removal 
of the diseased part is imperative. Warren 
and Eberhard found in their analysis of 73 
cases over a 20-year period that if resection 
of the involved bowel is done at the onset of 
the acute symptoms, the prognosis is fairly 
good, but after 24 hours the outlook is poor, 
and perforation and toxemia will result in a 
mortality. In this ease the patient’s symp- 
toms were four days in duration, but fortu- 
nately the area involved was not great and 
the thrombosis was a slowly progressive one. 
The resection was done widely on either side 
of the area of infaretion in the present case, 
which agrees with the idea of Brown, who 
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advocates resection of 3-6 Inches on either side 
to prevent extension of the thrombosis. It 
was found in the studies of Whittaker and 
Pemberton that the venous thrombosis may 
start in the finer radicles adjacent to the 
bowel, or may originate in the portal vein, but 
progression of the thrombosis is the rule in 
either the ascending or descending types. They 
also found that the vascular changes in the 
bowel were not as rapid following venous 
thrombosis as that of arterial occlusion. Doug- 
las found that in 4 of his 11 cases the patholo- 
vist reported that although there was gross 
damage to the bowel wall no gross thrombosis 
or embolism was found in the larger vessels. 
This suggested to him that in some cases the 
infarction began in the smaller vessels, either 
close to or in the vessel wall, and perhaps 
originating in the intestine itself. In the 
present case, although the pathologist did not 
find a definite thrombus in one of the larger 
vessels, the pattern of the blood is certainly 
that of prolonged stasis as is seen in vessels 
distal to the site of a thrombosis. There seems 
little doubt that from the clinical and path- 
ological findings this process was a selective 
type of mesenteric thrombosis involving the 
ileoceeal vessels and some of the branches of 
the right colic, and spreading to the intestinal 
branches adjacent to the terminal ileum. 
Inasmuch as no proof exists as to the eti- 
vlogy of this occlusion, only speculation can 
be indulged in as to what caused this process. 
Periarteritis nodosa in a man of this age is : 
possibility, but absence of any such lesions in 
the mesentery tend to rule this out. However, 
one could theorize that the preoperative urine 
which showed albumin, casts, and blood cells 
might indicate such a process also present in 
the kidney. The urine became negative post- 
operatively, and although periarteritis involv- 
ing the kidney presents transient urinary find- 
ings, one would expect the lesion to be present 
in the near proximity of the diseased bowel. 
Probably the most plausible explanation is 
that with the history of a hepatitis, the oe- 
clusion of the ileocecal vein, as well as those 


adjacent, was due to a slowly progressing 
thrombosis from stasis of an early portal hy- 
pertension as an aftermath of the liver dis- 
ease. Liver studies were planned after the 
patient left the hospital, but the patient was 
reluctant to have these done. 
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CONCLUSION 

A case of mesenteric vaseular occlusion, 
probably a venous thrombosis, producing gan- 
vrene of the terminal ileum and cecum, with 
resection of the involved elements and _ the 
establishment of a temporary ileostomy as a 
life-saving procedure is presented. After re- 
establishing the intestinal continuity in a sec- 
ond operation, the patient had a successful 


conclusion to this often fatal disease. 
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Travelers Aid 

In April, 1925, the now famous *‘‘ Blue 
Lamp” was instituted as the symbol of Trav- 
elers Aid in railroad stations. And this year, 
1951, is the 100th Anniversary of the found- 
All during this 
year, the 109 Travelers Aid Societies through- 
out the country will be commemorating the 
centennial of the half-million dollar bequest 
left in 1851 by Bryan Mullanphy, Mayor of 
St. Louis, to help the needy travelers passing 
through his city to the West. Travelers Aid 
has always regarded Mayor Mullanphy as 
traditional great grandfather, since he was 
the first person to provide funds to support 
the belief that the person away from home 
and in difficulty, is a separate and distinet 
social problem, as contrasted with that of the 
needy resident of a community. Travelers 
Aid is now a Red Feather service. Note: 
June 15 is the anniversary of Mayor Mullan- 
phy’s death, and it will be marked by special 
ceremonies in St. Louis. For full details on 
the centennial, call or write Mrs. Marguerite 
Dixon, National Travelers Aid Association, 
425 Fourth Avenue, New York 16, N. Y., 
LE 2-9585. (National Travelers Aid is a 
member of the United Defense Fund). 


ing of the organization. 


. 
‘ 
4 
; 
‘ 
? 
: 
= 

ee 


132 DELAWARE STATE Mepical. JoURNAL 


New Plan To Aid Medical Schools 

A unique philanthropic organization to pro- 
vide financial assistance for all the nation’s 
hard-pressed medical schools was launched in 
New York on May 16, 1951. 

The undertaking has the sponsorship of in- 
dustry, the medical profession, organized la- 
bor, agriculture, a group of university presi- 
dents, and 12 scientific and edueational foun- 
dations. 

The establishment of the National Fund for 
Medical Education was announced at the an- 
nual meeting of the sponsoring group at the 
Biltmore by former President Herbert Hooy- 
er, the Honorary Chairman of the Fund and 
S. Sloan Colt, Fund President and President 
of Bankers Trust Company, New York. 

At the meeting it was also announced that 
the American Medical Education Foundation, 
founded last December by the American Med- 
ical Association in Cleveland, will funnel its 
contributions from doctors through the Na- 
tional Fund organization. The National Fund 
plans to make these and other grants avail- 
able immediately to the nation’s medical 
schools, many of which have large deficits. 

In announcing the new Fund, Mr. Colt told 
the meeting its launching culminates two years 
of planning and organization. He further 
made known that initial support had come 
from a wide spectrum of the American com- 
munity including contributions from the med- 
ical profession and such other groups as 18 
leading life insurance companies and many 
industrial corporations. To date, these con- 
tributions provide the National Fund with 
starting resources of more than $1,000,000, 
toward a $5,000,000 goal for the first vear. 

Mr. Colt told the meeting that the chief 
objective of the National Fund is to seek 
voluntary contributions in order to relieve the 
acute problem faced by medical schools in 
endeavoring to maintain high academie stand- 
ards in the face of crippling budgetary prob- 
lems. 

Mr. Colt said that the Fund trustees had 
set up appropriate machinery for distributing 
the money among the nation’s medical schools. 
In developing this machinery, the Trustees 
were guided by their Advisory Council, which 
includes university presidents, representatives 
of the American Medical Association, the As- 
sociation of American Medical Colleges, and 
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the medical directors of several leading philan- 
thropie foundations. 

The Fund, Mr. Colt explained, has as its 
objective to turn over about $5,000,000 this 
year to the four-year medical schools and the 
approved two-year schools in the United 
States. It is hoped that in future years this 
figure can be raised substantially as the base 
ot support is broadened nationally. 

‘This sum will not completely solve the 
distressing financial problem of American 
medical edueation,’’ Mr. Colt said, ‘‘but it 
represents an important voluntary effort to 
help relieve the acute problem of the med- 
ical schools. 

(ieneral Eisenhower, Mr. Colt explained in 
telling of the organization of the Fund in 1949, 
had issued the invitations to those invited as 
trustees. 

‘*What is most gratifying and signifieant,’’ 
Mr. Colt said, ‘‘is the fact that this vital 
project has brought together as trustees a 
broadly representative group of men and 
women. Those who organized the Fund may 
have differing social viewpoints but, insofar 
as the Fund is concerned, we have united in 
an endeavor to solve a serious problem for 
the common good. Unless the medical schools 
are given financial help, and given it quickly, 
the standards of medicine may be permanent- 
ly impaired and the nation’s health affected 
adversely.”’ 

Mr. Colt further said, ‘‘The Fund is a fine 
example of practical democracy at work and, 
for these reasons, it seems hardly necessary 
for me to mention that it isa nonpartisan body, 
not permitted by the terms of its charter to 
seek to influence legislation.’ 

Mr. Colt pointed out that a novel feature 
of the Fund’s machinery makes it possible for 
every dollar in contributions to flow directly 
into medical education. Such an arrangement 
is possible because the administrative costs of 
the Fund have been underwritten by the fol- 
lowing organizations: American Medical As- 
sociation, The George F. Baker Trust, The 
Carnegie Corporation of New York, The Com- 
monwealth Fund, Albert and Mary Lasker 
Foundation, Lilly Endowment, Ine., Josiah 
Macey, Jr. Foundation, The John and Mary R. 
Markle Foundation, The Davella Mills Foun- 
dation, New York Foundation, Sarah Mellon 
Seaife Foundation and The _ Rockefeller 
Foundation. 
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the Committee on Publication, 
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and the original copy submitted. Photographs and 
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Changes in manuscript after an article has been set 
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used manuscripts will not be returned unless return post- 
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The right is reserved to reject material submitted for 
publication. THE JOURNAL is not responsible for views 
expressed in any article signed by the author. 

All advertisements are received subject to the approval 
of the Council on Pharmacy and Chemistry of the A. M. A. 
Advertising forms close the 25th of the preceding month. 

Matter appearing in THE JOURNAL is covered by copy- 
right. As a rule, no objection will be made to its repro- 
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is given. 

Subscription price: 


Editor 


$4.00 per annum, in advance. 


Single copies, 50 cents. Foreign countries: $5.00 per 
annum. 
Von. 23 May, 1951 No. 5 


WantTeD—THREE PAPERS 

The scientific program for our Annual Ses- 
sion in Wilmington, October 8-10, 1951, is rap- 
idly taking shape, but we still need three 
papers from Delaware Doctors. Our Mareh 
Editorial asking for local volunteers brought 
in some replies, but not enough. Your officers 
will be very happy if just one physician from 
each of our three counties will notify this 
office immediately ‘‘that you can count on 


HEALTH OFFicers Correct ON 
E. M. I. C. Marrer 
The Executive Committee of the Association 
of State and Territorial Health Officers met 
recently in Washington to discuss with repre- 


sentatives of the Children’s Bureau, at their 
request, the question of a program to provide 
some form of medical care for servicemen’s 
dependents. The committee adopted the fol- 
lowing statement: 

In the preliminary discussions of the con- 


ference, representatives of the Children’s 


Bureau presented factors which suggested 
growing possibility of introduction of legisla- 
tion of this type. After review of this informa- 
tion and other information available, the com- 
mittee determined that there is not sufficient 
evidence of need to justify the support, pro- 
motion or introduction of such legislation at 
this time. 


However, beeause of the difficulties and 
strained relations ineurred by the establish- 
ment and administration of the EK. M. [. C. 
(Emergency Maternity and Infant Care) pro- 
gram during World War II, the committee 
agreed to review the possible policies and pro- 
cedures of administration which would be re- 
quired in such a program if legislation of this 
nature is introduced, considered, or passed. 

The committee does not favor the reactiva- 
tion of the E. M. I. C. program at this time. 
It wishes to record its position as not pro- 
moting, supporting or seeking legislation to 
that end. The committee is prepared at any 
time to review its decisions should additional 
information be presented to it for further con- 
sideration. 

In our opinion the attitude by the health 
officers’ organization is sound. Until plenty 
of folks in Washington make up their minds 
vbout a lot of things, we are heart'!y in favor 
or keeping new programs and activities in 
moth balls. Also, if and when it hecomes 
necessary to revive E. M. I. C. tt should be 
generally overhauled. It had too many bugs 
in it before. Editorial Ohio S. M. J., May,1951. 
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National Doctors Committee 

Dr. Robert Collier Page, Chairman of the 
National Doctors Committee for Improved 
Kederal Medical Services, recently announced 
the completion of an advisory committee of 
experts from every branch of the medical pro- 
fession. They will consult with the Chairman 
on matters of policy in the pending campaign 
to secure wide economies and more efficiency 
in the present overlapping and competing sys- 
tem of hospital and medical care operated by 
the government. Dr. Page, who is Medieal 
Director of Standard Oil 
Jersey), also announeed that his general com- 


Company (New 


mittee will carry on an educational program 
for the benefit of 178,000 doctors. He said 
that this project is rapidly growing. 

The National Doctors Committee is an af- 
filiate of the Citizens Committee for the Hoov- 
er Report, which is urging passage of the 
recommendations of the bipartisan Hoover 
(Commission for the unification of the various 
governmental medical agencies under a single 
authority. The slogan of the Doctors Com- 
mittee is **‘Not more government in medicine 
but better medicine in government.’ 

‘The interest in our general committee Is 
surprisingly large, and very widespread,’* Dr. 
Page said. **1 think every state in the nation 
will have a good representation of medical 
men. Doctors, perhaps more than any oth- 
ers, are aware that the existing competition 
for medical and teehnical manpower by the 
several federal hospital systems is depriving 
the general public of certain services to which 
they are entitled. They realize that this waste 
must be eliminated for the benefit of all our 
people.’ 

The advisory committee has been formed to 
include high-ranking men in the 20 major 
divisions of medicine and surgery and the al- 
lied teehnieal skills, as follows: 

Anesthesiology: Charles Fletcher MeCus- 
key, M. D., Los Angeles, California; Derma- 
tology and Syphilology: Donald M. Pillsbury, 
M. 1)., Philadelphia, Pennsylvania; General 
Practice: Samuel Arthur Garlan, M. D., New 
York, N. Y. and Rufus B. Robins, M. D., Cam- 
den, Arkansas; Internal Medicine: Maxwell 
Myer Wintrobe, M. D., Salt Lake City, Utah; 
Cardiology: George Edward Bureh, M. D., 
New Orleans, Louisiana; Medical Education: 
Richard Hale Young, M. D., Chicago, Ilinois ; 
Neurological Surgery: Howard Clifton Naft- 
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ziger, M. D., San Franeiseo, California: Ob- 
stetrics and Gynecology : Charles Denton Kerr, 
M. D., Houston, Texas; Ophthalmology : Don- 
ald Marshall, M. D., Kalamazoo, Michigan: 
Orthopedic Surgery : Lewis M. Overton, M. D., 
Albuquerque, New Mexico; Otolaryngology : 
Clair Michael Kos, M. D., lowa City, Lowa. 

Also, Pathology: Thomas Byrd Magath, M. 
Rochester, Minnesota; Pediatries: Lee 
Palmer, M. D., Louisville, Kentucky ; Physical! 
Medicine: George D. Wilson, M. D., Asheville. 
North Carolina; Plastie Surgery: James Bar- 
rett Brown, M. D., St. Louis, Missouri; Pre- 
ventive Medicine and Publie Health: Brig. 
(ien. James Stevens Simmons, M. C., Boston, 
Massachusetts; Psychiatry and Neurology: 
Herbert Spencer Ripley, M. D., Seattle, Wash- 
ington; Radiology: Arthur Bradley Soule, Jr., 
M. Burlington, Vermont; Surgery: Rich- 
ard Kennedy Gilchrist, M. D., Chicago, L- 
linois; Thoracic Surgery: Henry Swan, M. D., 
Denver, Colorado; Urology: Charles Rieser, 
M. D., Atlanta, Georgia. 


OBITUARY 


I. Mayverserc, 1D. 

Dr. Maverberg, one of three physician broth- 
ers, died on May 2, 1951 at his home. He had 
been ill two years. He retired from the Du- 
Pont Company in December, 1949. 

Dr. Maverbere was born in Statesville, N. 
(., a son of Julius L. and Rachael Maverberg. 

A graduate of the University of North Car- 
olina, Dr. Maverberg took his medical degree 
at Jefferson Medieal College, Philadelphia, in 
1907. Hle interned at the Norristown Genera! 
Hospital, Norristown, Pa., for one vear. 

He then went to Selma, N. C., where he 
practiced general medicine for 23 vears. Dr. 
Maverberg took special work in diseases of 
the eve, ear, nose and throat at the Polyelinic 
Hospital, New York City, for two vears. Le 
practiced his specialty in Dover for ten vears, 
then went with the medical department of tive 
DuPont Company. 

Dr. Maverberg was a former member of the 
New Castle County Medical Society, the Med- 
ical Society of Delaware and the American 
Medieal Association. He was a member ot 
the Wilmington Kiwanis Club; a past presi- 
dent of the Dover Kiwanis Club and a past 
president of the Selma, N. C., Kiwanis Club. 
He was also a 32nd degree Mason. 
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Surviving him are his wife, Mrs. Florence 
Maude Mayerberg; one son, Wilson Lewis 
Mavyerberg of Teaneck, N. J.; a grandson, Will- 
son Lewis Mayerberg, Jr.: and two brothers, 
Dr. Emil R. Mayerberg, Wilmington, and Dr. 
Samuel S. Mayerberg of Kansas City, Mo. 

The funeral took place from the Yeatman 
l'uneral Home on May 4, 1951, the Rev. Don- 
ald H. Douds, pastor of Hanover Presbyterian 
Church, officiating. Interment was at High- 
spire, Pa., on May 5, 1951. 

BOOK REVIEWS 


Functional Anatomy of the Limbs and Back. 
By W. Henry Hollinshead, Ph. D. Pp. 341, 
illustrated. Cloth, $6.00. Philadelphia: W. 
B. Saunders Company, 1951. 


Although the title is limited to the Limbs 
and Back, actually the entire body is covered 
in the text. The contents are divided into five 
sections as follows: (1) The Organization of 
the Body; (2) The Upper Limb; (3) The 
Back; (4) The Lower Limb; (5) The Head, 
Neck and Trunk. 

The text is well illustrated with anatomical 
drawings which show clearly the functions of 
muscles and the movements of the body. 

This book is intended for the non-medical! 
student of muscular movement, but the sub- 
ject is so clearly presented that physiother- 
apists, occupational therapists, physical edu- 
eators and physicians who treat poliomyelitis 
should find it very instructive. It forms a 
good basis for the study of the fundamental 
movements of the body through the proper 
understanding of the morphological basis un- 
derlying function of muscles. 

It is also going to fill the gap, thus far not 
emphasized, in the diagnosis and management 
of neuromuscular conditions, including polio- 
myelitis. The general practitioner interested in 
these diseases should get well acquainted with 
the ‘‘Functional Anatomy of the Limbs and 


Back.’ 


Physiology of the Eye, Clinical Application. 

By Francis Reed Adler, M. D., Professor of 

Ophthalmology, University of Pennsylvania, 

and Consulting Surgeon, Wills Hospital, Phil- 

adelphia. Pp. 709, with 319 illustrations, in- 
cluding 2 in color. Cloth, $12.00. St. Louis: 

C. V. Mosby Company, 1950. 

We are now enjoying an era in medicine in 
which the application of physiology to the 
study of disease is a fundamental requirement. 
Thus, ‘‘The Physiology of the Eye’ offers to 
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the practicing ophthalmologist, as well as the 
general practitioner, and to the student, the 
recent findings which can be applied elinieally. 

The contents of the book are divided into 
twenty-two chapters. Each subject is dis- 
cussed in detail in an easily read and under- 
stood language, which is a departure of the 
highly scientifie terminology one expects to 
find in a book of this nature. The interest of 
the reader is maintained to the end of each 
chapter because of the practical correlation of 
the physiology of the part discussed to the 
clinical application. This has made it neces- 
sary for some of the chapters to be more 
lengthy than usual. 

Some of the interesting phenomena discuss- 
ed with each part of the ocular system are the 
metabolism, the nutrition, the chemistry, and 
the method of excretion of the metabolites. 
Chapter X on Ocular Motility will be found 
very informative inasmuch as it describes the 
gross anatomy and action of each ocular muscle 
and the mechanics involved in the various 
operative techniques for strabismus. 

A complete bibliography is given at the end 
of each chapter for those interested in researel 
references. 

Physiology of the Eye is highly recommend- 
ed for the general practitioner as well as for 
the eve specialist. 


The Science of Health. By Florence L. 
Meredith, M. D., Second Edition. Pp. 452, 
Cloth, $3.75. Philadelphia: Blackiston Com- 
pany, 1951. 


This is a comprehensive book on personal 
and publie hygiene, with the various systems 
of the human body analyzed in a language 
that ean be understood by the lay student who 
is attempting to learn the structure and fune- 
tion of the human body. The emphasis is 
placed on the maintenance of personal, physi- 
cal and mental health, and in order to accom- 
plish this a basie knowledge of the anatomy, 
physiology and chemistry of the human body 
is discussed. 

The contents of the book are divided into 
five parts: (1) Introduction; (2) Daily 
maintenance of Health; (3) Major Health 
Problems in the United States; (4) Mental 
Health; (5) The Next Generation. 

This is an exeellent text book for hygiene 
courses for college students, nurses, and soci- 
ologists. 
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OFFICE 
PRESIDENT, Charles FE. Wa 
PRESIDENT-ELECT, Ervin L. Stambaugh, Lewes 
VICE-PRESIDENT, Benjamin F. Burton, Dover 
ExEecuTIvVE Secretary, W. Edwin Bird, M. D., 822 


AMERICAN MEDICAL ASSOCIATION (1951) DELEGATE: 
REPRESENTATIVE TO DELAWARE ACADEMY OF MEDICINE, 


STANDING COMMITTEES 
SCIENTIFIC WORK 
. W. Comegys, Clayton 
. A. James, Milford 
Gehret, Wilmington 


. M. 
MEDICAL EDUCATION 
. O. Y. Warren, Wilmington 
Fox, Seaford 

w. Smith, Harrington 


PUBLICATION 
W. E. Bird, Wilmington 
M. A. Tarumianz, Farnhurst 
A. M. Gehret, Wilmington 


Pusiic Laws 


J. S. McDaniel, Dover 

J. W. Lynch, Seaford 

E. R. Mayerberg, Wilmington 
J. D. Niles, Middletown 

Vv. D. Washburn, Wilmington 


BUDGET 
J. M. Messick, Wilmington 
Charles Levy, Wilmington 
M. A. Tarumianz, Farnhurst 
W. T. Chipman, Harrington 
J. R. Elliott, Laurel 


SPECIAL COMMITTEES 
ADVISORY, WOMAN'S AUXILIARY 
Roger Murray, Wilmington 
Levy, Wilmington 
Messick, Wilmington 
J. Lazzeri, Smyrna 
. R. Elliott, Laurel 


CANCER 
D. M. Gay, Wilmington 
J. V. Casella, Wilmington 
J. Hynes, Wilmington 
E. Laird, Wilmington 
Ww. We. Lattomus, Wilmington 
Cc. J. Prickett, Smyrna 
R. R. Layton, Dover 
James Beebe, Lewes 
Bruce Barnes, Seaford 


TUBERCULOSIS 
D. Phillips, Marshaliton 
. A. Beatty, Wilmington 
. B. Flinn, Wilmington 
Ss. McDaniel, Jr., Milford 
. M. 
. J. 


McGee, Wilmington 
Messick, W 
Prickett, Smyrn 
illiam Marshall, Jr., Milford 
C. M. Moyer, Laurel 


Mrs. ANDREW M. GEHRBET, 


er, Wilmi 


James Beebe, Lewes 


SPECIAL COMMITTEES 
MATERNAL AND INFANT MORTALITY 
Williams, Laurel 
. Lawrence, Jr., Wilmington 
. Hudiburg, Wilmington 

. Rennie, Wilmington 
Warren, Wilmington 
. Burton, Dover 
MBNTAL HEALTH 
. K. Forrest, Wilmington 
Jr., Dover 
. James, Milford 
INDUSTRIAL HEALTH 
. McGee, Wilmington 
. Gehrmann, Wilmington 
. Springer Wilmington 
ercer, Dover 
P Wilson, Dover 
Bice, Seaford 
. Smoot, Georgetown 
VOCATIONAL REHABILITATION 
es Beebe, Lewes 
. Beatty, Wilmington 
. Flinn, Wilmington 
. Strange, Wilmington 
Pritchard, Smyrna 
HEART DISEASE 
Miller, Wilmington 
i. Clagett, Jr., Wilmington 
_M. Krieger, Wilmington 
R. Everett, Dover 
Klingel, Lewes 
DIABETES 
. B. Flinn, Wilmington 
. R. Durham, Jr., Wilmington 
arles Levy, Wilmington. 
. L. Fitchett, Milford 
ARTHRITIS 
. J. Heather, Wilmington 
.M. Flinn, W ilmington 
Shands, Wilmington 
. C. Fooks, Milford 
. A. James, Milford 
HeALTH & SANITATION 
R. Mayerberg, Wilmington 
A. Beatty, Wilmington 
D. Washburn, Wilmington 
W. T. Chipman, Harrington 
H. V’P. Wilson, Dover 
Bruce Barnes, Seaford 
E. L. Stambaugh, Lewes 
FEES FOR WELFARE PATIENTS 
R. W. Comegys, Clayton 
A. R. Crutchley, Middletown 
W. Lynch, Seaford 
WOMAN'S AUX 
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ILIARY 
Mrs. DovuGLas M. Gay, President, Wilmington 
Mars. S. W. Renniz, President-elect, Wilmington Mrs. E. T. 
Recording Secretary, Wilmington Mrs. LAWRENCE W. 


n 
ECRETARY, ‘And: drew M. Gehret, Wilmington 
TREASURER, Joseph M. Messick, Wilmington 
N. American Bidg., Wilmington 
ALTERNATE: C. E. Wagner, Wilmington 
W O. LaMotte, Wilmington ” 


SPECIAL COMMITTEES 
MEDICAL SERVICE AND 

PuBLIC RELATIONS 

. Mayerberg, Wilmington 
. Allen, Wilmington 

La Motte, Wilmington 

. Munson, Wilmington 

‘ Pierson, Wilmington 

. McDaniel, Dover 
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James, Milford 
TRAL MEDICAL SERVICE 
Downes, Newark 
. Donoho, Newark 
Niles, Middletown 
‘Smith, 

mith, Harrin 

es, 
 Riggin, Seaford 
CARB OF COLORED PEOPLE 
H. T. McGuire, New Castile 
Cornwell Banton, Wilmington 
S. G. Elbert, Jr. Wilmington 
I. J. Mac€ ollum, Wyoming 
J. L. Fox, Seaford 


NATIONAL EMERGENCY MEDICAL 
SERVICE 
J. R. Beck, Wilmington 
C. L. Munson, Wilmington 
W. F. Preston, Wilmington 
S. H. Stradley, Wilmington 
V. D. Washburn, Wilmington 
MEDICAL EGONOMICS 
Ira Burns, 
J. &. McDaniel, Dover 
J. FE. Marvil, 
HOSPITALS AND PRACTICE 
OF MEDICINE 
. W. Howard, Wilmington 
. A. Beatty, Wilmington 
. B. Flinn, Wilmington 
LaMotte, Wilmington 
. 8. 


me 


Wagner, WwW ilmington 
McDaniel, Dover 
Waples, Georgetown 
SOCIAL HYGIENE 
D. King, Wilmington 
H. Mercer, Dover 
James Beebe, Jr., Lewes 
GRIEVANCE BoarpD 
G. W. K. Forrest, Wilmington 
I. L. Chipman, Wilmington 
J. D. Niles, Middletown 
1. J. MacCollum, 
James Beebe, Lew 


O'DONNELL, Corresponding Secretary, Wilmington 
Fire HETT, Treasurer, Milford 


NEW CASTLE COUNTY MEDICAL 
SOCIETY 


Meets Third Tuesday 
V. D. WasHpurn, President 
W. W. Latromus, President-elect 
S. H. STRADLEY, JR., Vice-President 
H. H. Strrovup, Secretary 
C. M. Bancrort, Treasurer 
E. C. SyrovaTKA, Executive Secretary 

Councilors (1952): L. C. MeGee, 
H. T. McGuire, J. C. Pierson. 

Delegates (1951): E. M. Bohan, Ira 
Burns, Junius A. Giles, A. D. King, 
E. G. Laird, W. O. LaMotte, Sr., Charles 
Maroney, E. M. Mayerberg, W. 
son, Edward Parvis, O. N. Stern, H. 
H. Stroud, M. A. Tarumianz. 

Alternates (1951): Steven Barto- 
shesky, Joseph Beck, Allen Fleming, 
Mildred Forman, David J. King, A 
Lessey, Wm. T. McLane, Douglas San- 
ders, — Shaw, Roger B. Thomas, R. 
O. Y. Warren. 

Kania (1951-52): N. L. Cannon, 
I. L. Chipman, Sr., J. A. Giles, A. L. 
Heck, Charles Levy, Cc. L. Munson, M. 
B. Pennington, J. C. Pierson, 8. 
Stradley, Jr., G. W. Vaughn, V. D. 
Washburn. 

Alternates (1951-52): L. V. Ander- 
son, R. E. Allen, J. W. Barnhart, J. 
M. Barsky, Jr.. W. W. Briggs, Italo 
Charamella, J. A. Chrzanowski, ©. T. 
Lawrence, F. A. Jones, C. P. Johnson, 
T. E. Resnick, F. s. Skura, H. A. 
Tarrant. 


MEDICAL COUNCIL OF DELAWARE 

Hon. Charles 8. Richards, President ; 
Joseph S. McDaniel, Secretary : 
Wallace M. J ohnson. 


KENT COUNTY MEDICAL 
SOCIETY 


Meets First Wednesday 

R. R. Layton, JrR., President, Dover 
J. B. Baker, Vice-President, Milford 
J. 8S. MeDanieL, JR., Secretary-Treas- 

wrer, Dover 

Councilors: C. J. Prickett, Smyrna 
and Wm. Marshall, Milford. 

ree: H. V. P. Wilson, Dover, 
and I. J. MacCollum, Wyoming. 

J. 8S. McDaniel, Dover, 
and H. W. Smith, Harrington. 

DELAWARE STATE DENTAL 

SOCIETY 


J. S. Mack, Seaford 
a. Be MAGUIRE, leat . P., Wilmington 
H. L. KURFIRST, Sad V. P., Wilming- 


ton 
JAMES KRYGIER, Secretary, Wilmington 
LOUIS KRESHTOOL, Treasurer, Wil- 


mington 
P. E. MvusseuMAN, Delegate A.D.A., 
Newark. 
— NELSON, Alternate A.D.A., Mil- 
ord. 
DELAWARE STATE BOARD OF 
ALTH 


J. D. Niles, M. D., President, Middle- 
town; I. J. MacCollum, Vice-President, 
Wyoming; C. E. Moore, D. D. S., Seere. 
tary, Seaford; Bruce Barnes, M.D., 
Sea M. Dillon, Wilmington: 
Mrs. A. Louise Cochran, Middletown, 
Ri; Stayton, M. D., Wil- 

W. Voss, Wilmington. 
M.D., Executive 
Secretary, Dover. 

BOARD OF MEDICAL EXAMINERS 

. 8. McDaniel, President-Secretary ; 
H. Assistant Secretary: 
W. E. Bird, J. E. Marvil, G. A. Beatty. 


SUSSEX County. MEDICAL 


Meets Second Thursday 
O. A. JAMES, President, Milford 
J. L. Fox, Vice-President, Seaford 
TOBIN, Secretary-Treasurer, Mil- 


ton 

Councilors: J. W. Lynch, Seaford; 
Smoot, Georgetown. 

Delegates: Bruce Barnes, Seaford; 


D. L. Bice, Seaford; C. M. Moyer, 


Laurel; G. M. Van Valkenburgh, 
Georgetown. 
Alternates: W. G. Hume, yogi 


R. L. Klingel, Rehoboth; A. Smoot, 
Georgetown; E. L. Lewes. 
DELAWARE ACADEMY OF 
MEDICINE 


Open 10 A.M. 5 
B. M. ALLEN, M.D., Preside 
W. PIERSON, M.D. First Vice-Presi- 


de> 

R. Wier, D.D.S., Second Vice- 
President. 

A. M. GEeHRET, M.D., Secretary. 

I. FLINN, M.D., Treasurer. 

E. C. SYROVATKA, J. D., Librarian. 


PHARMACEUTICAL 
SOCIETY 


WALTER A. SCHUELER, President, Wil- 
mington. 
Hewm, First Vice-President, 


Hasrinas, Second Vice-President, 
Selbyville. 

WALTER E. Brown, Third Vice-Presi- 
dent, Holly Oak. 

J. Watson, Secretary, Edge 


DOUGHERTY, Treasurer, Wil- 
mington. 
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“In general, symptomatic improvement f 
[of menopausal symptoms] was striking within 
7 to 14 days after treatment...” with | 


e 
‘Premarin. 
i 
Gray, L.: J. Clin. Endocrinol. 3:92 (Feb.) 1943. HM 

Many clinicians have found that “Premarin” therapy usually brings ae i 
about prompt relief of distressing menopausal symptoms. Further- | 
more, symptomatic improvement is followed by a gratifying sense of ae: : 
well-being in a majority of cases. This is the “plus” in “Premarin” pate ‘ 
therapy which tends to quickly restore the patient’s normal mental Phe i 
outlook. 
Four potencies of “Premarin” permit flexibility of dosage: 2.5 mg., ; é | 
1.25 mg., 0.625 mg., and 0.3 mg. tablets; also in liquid form, 0.625 “ b% 
mg. in each 4 cc. (1 teaspoonful). 

“Premarin” contains estrone sulfate plus the sulfates of equilin, = ? 
equilenin, 8-estradiol, and 8-dihydroequilenin. Other a- and f-estro- 
genic “diols” are also present in varying amounts as water-soluble “¢ ; | é 
conjugates. 


Estrogenic Substarices (water-soluble) also known as | 
Conjugated Estrogens (equine) 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N.Y. 
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Otorhinolaryngologists frequently express preference for 


. 


¢, 
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Neo-Synephrine hydrochloride to alleviate turgescence and 
nasal congestion in colds, sinusitis and various forms of rhinitis. 
“When considerable nasal obstruction exists, relief may be 
obtained by the instillation of some shrinking agent into the 
nose .. .as for example Neo-Synephrine hydrochloride (%4%)””' 
A “desirable preparation of this type has been perfected 
in Neo-Synephrine hydrochloride. It may be used for local 
application in the nose in % to 1% solution.””* 
Neo-Synephrine’s “desired effect occurs within from two 
to fifteen minutes...”* 
“Its action is sustained for two hours or more.” 
Neo-Synephrine hydrochloride is notable for freedom from 
sting and for effectiveness on repeated application. There are 


few complaints of after effects such as burning and nasal con- 


gestion ... and little tendency to develop local sensitivity." 


inc. 


New Yorn 18, N.Y. Winpsor Ont. 


1. Tuff, t.: Clinical Allergy. Philadelphia, W. 8. Saunders Co., 1947, pp. 335-336. 
2. Hansel, F. K.: Allergy of the Nose and Poranasal Sinuses. St. Lovis, C. V. Mosby Co., 1936, p. 769. 
3. Kelley, $. F.» Choice of Sympathomimetic Amines. Cornell Conferences on Therapy, !1, 1947, p. 156. 


Neo-Synephrine, trademork reg. U.S. & Canada, brand of phenylephrine 
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the most effective drug in this [xanthine] series”’ 


“Bronchodilators (Antispasmodics). Aminophyllin is the most effective drug 
in this [xanthine] series. ... Rectally, in suppositories or solution, it is more : 
effective than by oral administration and is useful when employed two or 
three times daily in the prolonged [asthmatic] attack... .” 

Feinberg, S. M.: Asthma— Present 


Status of Therapy, Chicago M. 
Soc. Bull. 51:1062 (June 18) 1949. 


For prolonged optimal effect... . 


Searle AMINOPHYLLIN 


72 grains 


(MEMISTRY 


SEARLE 


RESEARCH IN 
THE SERVICE OF MEDICINE 


For Rectal Administration 
*Contains at least 80% of anhydrous theophylline. 


—nonirritating to rectal mucosa—prompt disintegration G. D. SEARLE & CO., CHICAGO 80, ILLINOIS 
—easily inserted and retained. 


Searle Aminophyllin is also available in ampuls, powder and tablets. 
Uncoated tablets are identified by the imprint SEARLE. 
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alnew|drug.. . 
for the treatment of ventricular arrhythmias 


PRONE Hydrochloride 


Squibb Procaine Amide Hydrochloride 


Oral administration of Pronesty] in doses of 3-6 grams 
per day, for periods of time varying from 2 days to 
3 months, produced no toxic effects as evidenced 
by studies of blood count, urine, liver function, 
blood pressure, and electrocardiogram. Pronesty] 
may be given intravenously with relative safety. 


PRONESTY. A TRADEMARK OF SQUIBS @ SONS 


Pronestyl Hydrochloride Capsules, 0.25 Gm., bottles of 100 and 1000. 
Pronesty! Hydrochloride Solution, 100 mg. per cc., 10 cc. vials. 


For detailed information on dosage and administration, write for 
literature or ask your Squibb Professional Service Representative. 


SQUIBB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCB 1868. 
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Vewspaper 
Printing 


An important branch 
of our business is the 
printing of all kinds 
of weekly and monthly 
papers and magazines 


The Sunday Star 


Printing Department 
Established 1881 


Printers of The Delaware State Medical Journal 


PARKE 


Snstitubional Supplier 
OF Fin Tad 


COFFEE ‘TEAS 
SPICES CANNED FOODS 
FLAVORING EXTRACTS 


L. H. Parke Company 
Philadelphia . 


Pittsburgh 


SS 


comes first with the baker 
where a “KNOWN bread is 
featured, Quality with us is 
never an accident but the 
result of good intention and 


sincere effort. 
Freihofer’s 

| 


ARTIFICIAL LIMB 


Hanger Limbs are being successful- 
ly worn by amputees of all ages. 
David Canfield, 

just 13 months (il- Age: 13 Mon 
lustrated), is one 

of the many young children grow- 
ing up on Hanger Legs. In contrast, 
Captain W. T. Traylor, over 75 (illus- 
trated), now wears his fifth Hanger. 
He is a fire inspector who must 
cover continually hospitals, schools, 
sports events, etc., ond be on his 
feet for hours at a time. 

The success of Hanger Limbs with 
omputees of such widely varying 


types can be 


largely Age: 78 Years 


manufacture and individual fitting. 
Unusual conditions are carefully in- 
vestigated by experienced fitters, 
ond limbs are manufactured to 
meet individual requirements. The 
experience of Hanger’s 90 years is 
given to every amputee so that his 
rehabilitation may be successful. 


HANGE 


334-336 N. 13th Street 
Philadelphia 7, Penn. 


ARTIFICIAL 
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HANCE 
ARDWARE CO. 


4th and Shipley Sts. 
Wilmington, Del. 


FRIGIDAIRE APPLIANCES 
EASY WASHERS 
TOOLS 
BUILDERS’ HARDWARE 


Tel. - Wilm. 5-6565 
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OHN G. MERK 
& SONS 


P h ysicians —Hospit a [ 
hora ory—Snva ld Supp bs 


PHONE 2-2516 


1208 King Street 


Wilmington, Delaware 


Medical Arts Bldg. 


EVERYTHING NEW 


FOR DOCTORS ONLY! 


6-1380 is Brittingham’s unlisted telephone num- 
ber for the use of doctors only. 
prescriptions to us and we will 
fast motorcycle to any point in 
urbs. . . . No charge, of course! 


. . . Phone your 
deliver them by 
the city or sub- 


BRITTINGHAM’S 


PHARMACY 
Del. Trust Bldg. 


IN DRUGS 
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Baynard Optical 
Company 


Prescription Opticians 
We Specialize in Making 
Spectacles and Lenses 
According to Eye Physicians’ 
Prescriptions 


5th and Market Sts. 


Wilmington, Delaware 


FRAIMS DAIRIES 


Since 1900 


GOLDEN GUERNSEY MILK 


Wilmington, Delaware Phone 6-8225 


e maintain 
prompt city-wide 
delivery service 
for prescriptions. 


CAPPEAU’S 


Drug Store of Service 


DELAWARE AVE. at DUPONT ST. 
Dial 6-8537 


To keep 

your car running 
Better — Longer 
use the 

dependable friendly 
Services you find at 
your neighborhood 


Service 
Station 


DIAMOND 


Geo. Carson Boyd 


at 216 Whst oth Street 
Phone: 4388 


NYLON SURGICAL ELASTIC 
STOCKINGS 


Unconditionally Guaranteed! 
For varicose veins, lymph 
stasis and other swollen 
or flabby leg conditions. 
At reliable surgical appliance, 
drug and dept. stores everywhere. 


JOHN B. FLAHERTY CO., Inc., BRONX, NY. 


Since 1898, Marufacturers of Surgical Elastic Supports 
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FOR HIGH-PROTEIN, 
LOW-FAT DIETS eece 


Wauen treatment calls for a soft, 


bland diet rich in proteins yet 
low in fat, Sealtest Cottage Cheese 
is a food you can recommend with 
confidence. 

A safe substitute for meat, Seal- 
test Cottage Cheese has a protein 
value equivalent to that of beefsteak. 
One-third cup supplies 24.7% of the 


COTTAGE CHEESE 


CREAM ADOED ee 


normal daily protein requirement for 
men, 28.8% for women. 

Sealtest Cottage Cheese comes 
with or without cream added. All 
Sealtest milkmen and retail dealers 
carry Creamed Cottage Cheese. “Dry 
Curd” Cottage Cheese is available to 
hospitals and institutions in five- 
pound containers. 


ECKERD'’S 
DRUG STORES 


COMPLETE 
DRUG SERVICE 


FOR 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 
723 Market Street —- 513 Market Street 


900 Orange Street 
WILMINGTON, DELAWARE 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 


PREMIUMS 
COME FROM 


ACCIDENT e HOSPITAL e SICKNESS 


,000.00 accidental death $8.00 
‘00 weekly indemnity, accident and sickness Quarterly 


10,000.00 accidental death $16.00 
0.00 weekly indemnity, accident and sickness Quarterly 
15,000.00 accidentci death $24.00 


5. 00 weekly indemnity, accident and sickness Quarterly 
20,000.00 accidental death $32. 
100.00 weekly indemnity, accident and sick- Quarterly 
ness 
ALSO HOSPITAL POLICIES FOR MEMBERS, WIVES 
AND CHILDREN AT SMALL ADDITIONAL COST 


85c out of each $1.00 gross income used for 
members’ benefits 


$4,000,000.00 $17,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection 
of our members. 


Disability none not be incurred in line of _— 
rom the beginning day of disabilit 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


49 years under the same management 
400 First National Bank Building @ Omaha 2, Nebraska 
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Enjoy instant, plentiful hot water 


ience, comfort and health 

of your family — you WATER HEATER 
should have an ample, 
reliable supply of hot 
water! With an Auto- 
matic Gas Water Heat- 
er in your Home, you're 
sure of all the hot water 
you want, when you want 
it. For lightening house- 
hold tasks, bathing, 
cleaning, dishwashing, laundering and many 
other uses. Besides, you save time and worry, 
for you're sure of constant water tempera- 
tures at low cost. Arrange for the installation 
of an Automatic Gas Water Heater in your 
home now. Ask your Plumber, or stop in to 
see us. 


DELAWARE POWER € LIGHT CO. 
"The Service” 


For downright conven- With an Automatic Gas 


DANFORTH DRUG STORE, Inc. 


124 Market Street, Wilmington, Del. 
PRESCRIPTION SPECIALISTS 


Agents for all 
Principal Biological, Pharmaceutical and 
General Hospital Supplies 


Complete and Fresh Stock Always on Hand 


WE FEATURE CAMP BELTS 


EXPERT FITTERS OF TRUSSES 


PHONES 5-6271 — 5-6272 WE DELIVER 
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LEN-APE VILLAGE 


TAFTON, PIKE CO., PA. 
ideal for Honeymoo Special Rates 


Live leisurely eon shore of beautiful 
Mountain Lake 


Centrally heated SKY LAKE LODCE 
73 Cozy Individual Cottages “ 
Riding, sailing, oming. all water and land- 


sports. —— nightly entertainment. 
amous for Food. o- 


FAMILIES 


Chareh services on 
Season Mav 5-Oc 
Write for Bookiet or 
Tel. Hawley 272 a 


George T. Tobin & Sons 


BUTCHERS 


NEW CASTLE, DELAWARE 
Phone N.C. 3411 


Garrett, Miller & 
Company 
Electrical Contracting 
Lighting 


Philco Distributor 


4th and Orange Sts. 
Delaware 


Wilmington ---- 


A Store for... 


Quality Minded Folk 
Who are Th rift Conscious 


LEIBOWITZ’S 


224-226 MARKET STREET 
Wilmington, Delaware 
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Guim 


Whatever your “role” in life, and the modern 
woman fills many, the eyes of the public are 
turned on you. Husband, employer, children and 
friends look at you every day. Do you give as much thought 
as you should to what they see? Some women have so many out- 

side interests that they neglect themselves; others cling to beauty habits formed years ago. Our patrons 
obtain the maximum results with a minimum of effort through their Luzier Beauty Service . . 
Spend an hour with the Luzier Cosmetic Consultant in your community. Plan a Beauty Program 


just for you. Then you can stand in the spot-light and face your audience with perfect confidence. 


Luzier’s Tuc., Waters of Fine Cosmetics and Perlumes 


Are Distributed In Delaware By: 


Meta Mitchell W. E. Overlees p 
DISTRICT DISTRIBUTOR DIVISIONAL DISTRIBUTOR ; 
701 West 10th Street Wilmington 16, Delaware 401 Davidson Bldg. £ 
Phone 2-2502 Charleston, West Virginia £ 
DELAWARE ACADEMY OF 
GENERAL PRACTICE Sign Up on the Payroll Savings 
Announces a Postgraduate Course in 
ELECTROCARDIOGRAPHIC Plan! 
INTERPRETATION 
By Dr. George D. Geckeler and Associates of the 
Cardiology Department, Hahnemann Medical 
College at the 
WILMINGTON GENERAL HOSPITAL Automatic Saving is 


Wednesdays 1:00 to 4:00 P. M. for 8 Sessions 
starting September 12, 1951 


This course is designed to give the General SURE Saving 


Practitioner intensive training in electrocardi- 
ography with emphasis on basic principles. 
unipolar precordial and limb leads and clinical 
electrocardiography. 
Tuition. $50.00 
Registration Fee for Non-Members of 


re U.S. Savings Bonds 
CLASS LIMITED 


Apply to 
J. Jesse Selinkoff, M.D. Education Chairman 
1305 New Road, Wilmington 5, Del. 
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An example of sound three-dimensional structure is LACTUM, 
Mead’s evaporated whole milk and Dextri-Maltose® formula. 


1. Sixteen per cent of Lactum’s calories are supplied by milk 
protein —a generous allowance for growth and development. 
2. Milk fat contributes 34% of the calories. Mean 2 
3. Carbohydrates (lactose and Dextri-Maltose) supply 50% of the 7. —- eae 
calories —to provide generously for energy, permit proper 
metabolism of fat, spare protein for tissue-building functions. 


Authoritative pediatric recommendations support this caloric gine savin convenience 
distribution. And cow’s milk and Dextri-Maltose formulas Sunghy add water. A 1:1 
with these approximate proportions have been successfully dilution of Lactum provides 
used in infant feeding for forty years. 20 calories per fluid ounce, 


MEAD JOHNSON & CO. 
10 
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